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ORTHO-NOVUM SQ changes 
the picture with a sequential approach 
to treatment of the menopause. 
Estrogen replacement alone in the early part of the cycle plus conception control. 
Security: ORTHO-NOVUM SQ replaces the 
fear of pregnancy with the security that 
comes with virtually 1000/o contraceptive 
protection. Your patient doesn't have to 
live with the fear of starting a second family 
during menopause. 
Assurance: The estrogen replacement in 
ORTHO·NOVUM SQ is sufficent to eliminate 
menopausal symptoms. There is no longer 
any reason why your patient should suffer 
through menopausal symptoms. 
Confidence: Because ORTHO-NOVUM SQ is a 
sequential, it contains the progestin neces-
sary to produce regular, well-controlled 
cycles. Your patient will not have to worry 
about irregular periods during menopause. 
~ !;!!!!t!!:~9re!!!!!! SQ* 
ORTHO PHARMACEUTICAL (CANADA) LTD. 
Don Mills, Ontario 
Devoted to research in family planning. •Trademark 
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COMPOSITION : The hormones used are familiar 
and well-proven. ORTHO-NOVUM SO contains mes-
trano l (ethinyl estradiol-3-methyl ether) and norethin-
drone (17 alpha-ethinyl-17-hydroxy-4-estren-3-one), 
t he estrogen and progestin used in ORTHO-NOVUM* 
tablets for over ten years. 
Each white tablet contains 0.08 mg mestranol. Each 
blue tablet con tains 0.08 mg mestranol with 2 mg 
norethindrone. 
INDICATIONS : The menopausal syndrome and 
sequentia l conception contro l. 
DOSAGE AND ADMINISTRATION : For the first 
cycle only, have her take one white tablet a day start-
ing on Day 5 of menstrual cycle followed by one blue 
tablet a day. At the end of the course of ORTHO 
NOVUM SO, she stops the tablets for one week. 
From now on, she simply completes each course of 
tablets, stopping at the end of each course for one 
week. The tablets should be started whether or not 
menstruation has occurred or is finished. 
If spotting or bleeding should occur while taking 
ORTHO-NOVUM SO, the tablets should be continued 
in the regu lar manner. It is not necessary to double 
the dosage. 
CLINICAL EXPERIENCE: ORTHO-NOVUM SO has 
proven highly effective in the control of conception 
and menopausal symptoms. 
Almost all patients using ORTHO-NOVUM SO 
tend to have a regular menstrual cyc le with prac-
tically no change in amount of flow. Weight change 
is insignificant. 
DURATION OF USE: As long as physician feels is 
desirable. 
PRECAUTIONS AND CONTRAINDICATIONS : 
Although no causal relationship has been proven 
between the use of progestin-estrogen compounds 
and the development of thrombophlebitis, physicians 
should be cautious in prescribing ORTHO-NOVUM 
SO Tablets for patients with thromboembolic disease 
or a history of thrombophlebitis. 
Patients with pre-existing fibroids, epilepsy, mi-
graine, asthma or a history of psychic dep ression, 
should be carefully observed. Pre-treatment examina-
ti on should include a Papanicolaou smear. 
ORTHO-NOVUM SO shou ld not be taken: in the pres-
ence of malignant tumors of the breast or genital 
t ract: In the presence of significant liver dysfunction 
or disease: In the presence of cardiac or renal dis-
orders which might be adversely affected by some 
degree of fluid retention: During the period a mother 
is breast-feeding an infant. 
PACKAGING : ORTHO-NOVUM SO tablets are 
avai lable in DIALPAK * Dispensers (one cycle of use). 
Detai led information available on request. 
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Editorial 
That volume forty-one of the U.W.O. 
Medical Journal ac:1ieves the goal of being 
a first c lass journal in matter and presen-
tation occupies the larger part of my dreams 
and aspirations. This of course can only be 
fulfilled by a combination of finances and 
participation. First the finances. Companies , 
large and wealthy beyond the comprehension 
of even a final year medical student , choose 
to support or not to support us with gay 
abandon: a few come through , even more say 
no, and most are too busy at the bank to 
acknowledge our humble requests. But we 
push on-largely due to skilfu l! manipulation 
of the Hippoc ratic Council , the resu lt being 
a slightly larger bank account to beg in the 
year with than that with which my pre-
decessors had to contend . Keeping in mind 
that the forty-second volume of this journal 
must follow next year, we will attempt to 
spend judiciously over the next four issues, 
yet with enough recklessness that our 
innumerable readers will be exposed to a 
slightly different type of journal. That brings 
us to participation . We on the journal staff 
obviously feel that its production four t imes 
a year is worthwhile or we would not be 
sacrificing roughly fifteen marks on every 
examination for it. However, we always need 
contributors (including alumni) ; we always 
need proofreaders; we always need envelope-
stutters (apply directly to Bill Payne, our 
chief stuffer) ; in short, we always need 
anybody who will do anything for the journal. 
Part of its charm is that the journal is the 
result of several people doing several small 
jobs. As far as content, if the Federal 
Government will allow you to mail it to me, 
I' ll be more than pleased to print it. We hope 
to provide as much variety as possible this 
year, appealing in some way to most readers , 
or else infuriat ing most readers, driving them 
to their desks to write letters of protest to 
the editor. 
I never doubted that the nine week 
elective period provided in final yea r had a 
great deal of potential. To me it is one of 
the greatest opportunities provided to 
medical students, both academically and 
culturally in whatever proportion that suits 
the individual. I had the fortunate opportunity 
of spending the largest part of my elective 
in an English group practice at Stratford-
upon-Avon in Warwickshire. While there I 
was able to get a reasonably full look at the 
British way of life, to observe one particular 
facet of British medical practice, and to add 
to my considerations of family medicine as 
a future. I was exposed to a very special 
type of family medicine in this relatively 
affluent tourist centre, and my supervisors 
were the first to admit that had I gone twenty 
miles to the north to industrial Birmingham 
and the " black country" it wou ld have been 
a completely different experience. Therefore 
any generalities that I may present are 
probably not totally justifiable. 
Some of my fondest memories of the trip 
were definitely of the Brit ish people them-
selves, their way of life, and the countryside 
around them. I've never met a warmer group 
of people particularly when I was identified 
as Canadian. Of the many facets of their 
national personality that appealed to me, 
what impressed me most was the relaxed 
way of life. They take their eating and 
drinking very seriously (and who wou ldn 't 
considering their magnificent pubs) . To push 
another person or to elbow one 's way 
through a crowd are simply unheard of under 
any circumstances. The people alone made 
my present poverty well worthwhile. 
The quality of family medicine to which 1 
was exposed was simply first class. The 
variety of interests held by these 
practitioners may in some way account for 
their attitude and ability. The family 
practitioners I spent my time with had 
diplomas and fellowship equivalents in such 
a spectrum of interests as Obstetrics and 
Gynecology, Anaesthesia, and Medicine 
and devoted a certain portion of their time 
in a week to these. Observ ing these doctors 
in their offices and on the several housecalls 
that they made daily, I was both impressed 
and insp ired. They function in a system 
where the doctor is underpaid and certainly 
at the mercy of the patients on their l ist, save 
their allowance to strike a patient from the 
list. Yet the British people receive 
unquestionably excellent care, a tribute both 
to the physician and the system. Perhaps in 
a future issue I will have the space available 
to take a more detailed look at this 
experience. 
The fact remains that I returned further 
encouraged towards family medicine, a not 
uncommon attitude among medical students 
today. There is still one thing that holds me 
back, and that unfortunately is a very 
important factor. Despite the many excellent 
family doctors that influence us in and 
around London, there are still a few who act 
as if they hate their work and a few more 
who freely admit they do and have told me 
di rectly not to get involved with it. I feel 
very sorry for these latter family doctors who 
may have disliked any field of medicine-
but I damn them for giving me doubts. 
Message from the Dean Dr. D. Backing 
May I first congratulate the staff of the 
U.W.O. Medical Journal on the high calibre 
of the issues published this past year and 
wish the new Editor and his staff an equally 
successful year. 
Readers of this first issue of the Journal 
in a new academic year might be interested 
in some of the patterns and problems 
relevant to admission to the medical course. 
During the past year, the admission 
requirements to Medicine have been 
liberalized so that now Western students 
from the second year of any Honors program 
are eligible to apply. These applicants must 
have taken one course in Biology, Chemistry, 
Organic Chemistry, and Physics but may take 
the other six or more courses in an area of 
interest in the Humanities, Social Sciences 
or Natural Sciences. This change from the 
previous requirement of a Natural Science 
background recognizes the fact that our 
graduates have a multiplicity of avenues 
open to them and that a more liberal 
premedical education may be much more 
appropriate for future family physicians, 
psychiatrists, and others, than a purely 
Science one. It is of interest that of the 
eighty-five students admitted in September, 
1970, six have majored in philosophy or 
psychology. 
The recognition that Medicine today has 
much to gain from interdisciplinary 
approaches has resulted in the Committee 
on Admissions taking students with back-
grounds in dentistry, engineering, and other 
professional programs. This year one dentist 
and two engineers have entered our first 
year class. 
The academic background of the entering 
class continues to be exceedingly high. It is 
our hope that this excellence in scholarship 
combined with high motivation and good 
work habits will result in the graduation of 
first-class physicians equipped to pursue 
careers in their chosen fields. 
The Faculty continues to be concerned 
about the large number of applicants who 
cannot be accepted into first year. Eighty-
five students, as in 1969, have been accepted 
into Medicine-compared to the previous 
class size of 60 up to 1964, and 75 from 
1965 to 1967. From an initial list of over 680 
applicants processed by the Committee on 
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Admissions this spring, well over one 
hundred students with "B average" academic 
records could not be accepted because of 
" no room ". Why cannot more students be 
admitted to First Year? The size of the 
entering class is controlled by two main 
factors-the undergraduate laboratory 
facilities and staff space for the Basic 
Medical Science Departments, and the 
availability of patients and instructors in the 
affiliated teaching hospitals and ambulatory 
care facilities. With the completion of the 
University Hospital in the summer of 1972, 
there will be sufficient clinical teaching unit 
beds in London for a class of one hundred 
students. Unfortunately there will still be a 
bottle-neck at the Basic Science level. 
Plans have been in existence for over a 
year for a two-phase building expansion 
program to provide facilities for the Basic 
Science Departments to handle the 
continually increasing commitments in all the 
health-related programs as well as in other 
university programs. These plans were 
submitted to the Provincial Government in 
January of this year along with the needs of 
St. Joseph 's and Victoria Hospitals for 
increased service, teaching, and research 
facilities. After a five-month study of the 
recommendation, government advised a "role 
study" of the London area to include all in-
patient and ambulatory care facilities as well 
as teaching and research programs in the 
health field . This study will presumably take 
another five or six months. Hopefully 
approval may then be received to proceed 
with Phase I of the building expansion. 
Even though the government and other 
advisory bodies declare the need to train 
more physicians, the Faculty of Medicine's 
plans for increased enrolment are effectively 
stalled by governmental indecision and 
delays. The public is fortunate that sufficient 
immigrant physicians are being licensed in 
Canada (approximately equal to the number 
being trained annually in Canada) to help 
meet the health care needs of the country. 
However, there is no guarantee that such will 
always be the case. 
It is most important that our admission 
requirements , standards, and procedures be 
continually re-assessed in the light of current 
trends in medical education, biomedical 
research, and the delivery of health care. 
Roy Kumano Studio 
3 
Message from the President 
One of the most exciting things happening 
at the University at this point in time is a 
widespread and wholehearted involvement by 
Western students in important campus and 
community projects. 
Most encouraging and laudatory is a 
growing student interest in and concern for 
the disadvantaged in the community. The 
University Students' Council has taken the 
lead and set up a Community Action Centre 
in the core of the city. All of those students 
interested in social service are thus provided 
with an opportunity to give voluntary help. 
Senior medical students, you will be 
interested to learn, work under supervision 
and help the people with health problems. 
Budding lawyers with guidance from the 
Middlesex Bar Association give legal advice. 
Arts and science students teach English to 
newcomers, coach slow learners, and 
organize recreation and physic ial activity 
classes. 
This teamwork approach is also about to 
become dramatically evident on campus. 
Construction work is well under way for a 
University Community Centre to be located 
between the new D. B. Weldon Library and 
the new Social Science complex. Much of the 
initiative and enthusiasm for this building has 
come from the students themselves. Two 
years ago it was being promoted as a 
Student Union Building. The new name is 
intended to emphasize the notion of 
participation by all members of the University, 
including students, faculty, staff and alumni. 
Since the University Community Centre will 
contain many essential services which 
Western would have to build anyway, it is 
being jointly financed . The students in a 
general referendum voted to increase their 
student activity fee by $10 a year, the sum 
going into a Trust Fund for the Centre. This 
willingness to tax themselves is convincing 
testimony to the determination of our students 
to do their share in fund raising . Of the 
approximately $7-million cost the University 
will arrange approximately 2/ 3 of the total 
and the students will find the remainder. They 
have already learned a lot in planning the 
building and have in the process convinced 
even the skeptics of their hard-headed 
practicality. 
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DR. D. C. WILLIAMS 
President University of Western Ontario 
In your own area of professional interest, 
the Health Sciences are awaiting the complex 
clearances which will permit the beginning of 
additions to the Basic Science departments, 
to the Faculty of Nursing, to the Animal 
Quarters and to the present accommodation 
for Health Sciences Administration. It should 
be noted that work on the University Hospital 
is proceeding steadily. This sp:endid building 
is on land adjacent to the campus and both 
the property and the building are owned by 
the London Health Association , although your 
University will be deeply involved in the 
hospital 's operation and administration. 
I am sure the editors of the Medical 
Journal will continue to report regularly on 
Western 's progress in these pages as well as 
to provide more of those thought-provoking 
articles and reviews on matters medical 
which serve to bolster the Health Sciences' 
fine reputation for continuing education. Your 
publication is firmly established as part of the 
" Western spirit" which endures while all else 
about us changes. 
Letters to the Editor 
Dear Sir, 
At Western the first year of medicine is 
heavily oriented towards the study of basic 
sciences. The exposure to patients and 
clinical situations is minimal. The c:ass has 
spent a series of mornings with the 
Departments of Surgery, Medicine, Obstetrics 
and Gynecology, Pediatrics and Psychiatry. 
A few in the class have spent addit ional 
time in the hospitals th rough individual 
contacts with mentors, interns or residents. 
This is not a great deal of experience by 
any means, but some comments can be 
made. 
First, we would like to thank all the doctors 
who gave their time. Seeing patients and 
discussing cases is an extremely satisfying 
and stimulating complement to learning the 
basic science principles of medicine. 
But there have been some painful and 
embarrassing moments. When patients are 
presented in an auditorium-like class room the 
doctor introducing the cases is the only 
person who is in a position to make the 
patients comfortable before the group, and 
this was usually done. But there were times 
when the person presenting the case was so 
absorbed in his presentation that he seemed 
totally unaware of his patient's personal 
sensitivity. 
One doctor brought before the class an 
eight year-old girl whose EEG pattern showed 
continuous abnormal activity. He began by 
explaining that this girl suffered frequent 
seizure-like states and that they were a 
serious, embarrassing strain which disturbed 
her very much. He then spent several minutes 
having the girl hyperventilate and walk about 
trying to induce a seizure. Apparently he 
didn't notice or didn 't care that the girl was 
acutely self-conscious and painfully 
distressed by being exhibited in such a way 
before a large number of people. It was not 
a good feeling to be one of those people. 
Another girl , two years old , was brought in 
and undressed down to only a diaper and 
made to drag herself across a cold tile floor 
to demonstrate her uncorrectable dislocated 
hips. The most striking thing one noticed 
was her complete and tearful sadness. But 
the only acknowledgement of this given by 
the doctor was: "Oh yes, she's always like 
this. A real control problem. " 
Similar experiences have occurred at 
hospital bedside. One young resident was 
anxious to show a first-year group the throat 
of a girl who had just had her tonsils 
removed . He wasn 't deterred by the fact that 
she was just recovering from the anaesthetic 
and was still nauseous, confused and 
generally miserable, or that he had to ask her 
visiting mother and sister to leave. 
Such instances of thoughtlessness are 
certainly not commonplace. Almost every 
doctor in every department we have seen has 
stressed the importance of concern for the 
patient's comfort in any teaching situation. 
But this makes it no less disturbing to see a 
thin , cyanotic child with a congenital heart 
defect sitting undressed and shivering in an 
air-conditioned hall while the instructor 
explains to the class several possible causes 
of the child 's condition . It makes it no less 
disturbing to see a doctor so anxious to 
place an X-ray projector in posit ion that he 
sends an infant in a wheeled incubator 
bouncing over electric cords and rebounding 
off a table across the room and into the 
arms of a startled nurse. 
First-year students are just entering into 
contact with the men who will teach them 
to care for people as doctors. The attitudes 
seen in situations like those described above 
have no place in this med ical education. 
John Foxen Eva Kalman 
Ann Saunders Murray Awde 
Jeff Jackson C. W. Westmacott 
Tom Irvine D. King 
Dwight Moulin John Nolan 
T. W. Chute Pete Slinger 
Cathy Craig John Kelton 
Tom Bell Dave Hillyard 
R. Anderson Paul Cooper 
Peter Gutmanis Jim Gall 
D. R. Abbas A. Reddock 
Sydney Crackower Walter Lopacki 
B. Haylock R. Natale 
Y. C. Tan Rolando Del Maestro 
Paul Walker 
All of Medicine '73 
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Dear Sir, 
With medical education much in the news 
these days, I feel obliged to state a few of 
my personal thoughts on the subject. 
I can 't help but think that the quality of 
physicians graduating from a medical course 
does not so much depend on the content of 
that course, but rather on the type of person 
admitted to it. As I look at our present 
method of choosing future physicians, I 
shudder to think that the deciding factor is 
largely the ability of the applicant to achieve 
high grades and to understand the signifi-
cance of "double bonds" or their effect on 
the stability of a given molecule. 
Personally I feel that the character and 
personality of the future physician mean 
much more than the above. Those qualities 
of a physician which to me are most 
important include : 1) an insight into the 
boundaries of his knowledge and abilities , 
2) an awareness of the strengths and 
weaknesses of his colleagues and patients, 
and 3) the ability to accept these basic facts 
and utilize them in his professional and 
personal life. 
Believing these to be extremely important 
in the character make-up of a physician, I 
am increasingly disturbed as I look around 
me to see fellow students, conscientious and 
diligent, who spend countless hours studying 
texts and rewriting lecture notes to the 
* * 
exclusion of all else. While a certain 
minimum of work is definitely necessary to 
maintain academic achievements, all too often 
medical students become confined by their 
studies , ignoring the essentials of life which 
abound around them and which are so 
necessary to the development of character 
and insight. Fortunately, as I view my 
colleagues , I see a few who, while achieving 
at academic works, maintain a lively and 
enthusiastic interest in extracurricular 
activities, in cultivating new friendships, and 
in contributing to the community in general. 
1 am much more impressed by the potential 
of these individuals, who by their personal 
traits have an inborn zest for life and new 
experiences, to become excellent physicians 
in the future, than by that of those who glean 
a magnificent textbook knowledge , but a 
very poor knowledge of life. 
To our committee on admissions, I can 
only suggest that while their ideals are 
sincere, perhaps their blind devotion to 
academic overachievement is misplaced. To 
my fellow students , I admonish them to lift 
their eyes from their texts once in awhile, 
view the bounties of life going on around 
them, and to grasp at every opportunity for 
new experiences and new horizons that 
presents itself. To those who don 't , I extend 
my sincere sympathies to them and to their 
patients. 
Yours sincerely, 
Bruce D. Socking (Meds '71) 
* 
The cloverleaf shape of " transfer RNA" (centre) has been confirmed directly for the first 
time by Dr. Peter Ottensmeyer of The Princess Margaret Hospital ,Toronto. He has developed 
a "dark field " technique of electron microscopy which also has confirmed the shape of 
DNA, deoxyribonucleic acid , (left) and the protein ribonuclease (right). The sensitive 
technique developed by the biophysicist is particularly adept at photographing small 
biological molecules and determining their shape. It may also be important in determining 
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the structures of molecules involved in the reproduction and growth of human (normal and 
cancer) cells. 
. .., 
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The Pathogenesis and Current Treatment of 
Acne Vulgaris 
This article discusses recent discoveries in 
the fields of pathogenesis and treatment of 
acne vulgaris . 
Acne vulgaris , an inflammatory process of 
the hair follic les , is a common skin disorder 
affecting mainly adolescent males and men 
and women having some imbalance of the 
androgens. The acne of ado lescence does 
not always clear up at maturity and in some 
instances, where it was left untreated, acne 
has persisted into the 4th and even 6th 
decade of life.' 
In spite of the fact that much research has 
been done on this disorder, the pathogenesis 
of acne is still imperfectly known. All 
indications point to the involvement of a 
multiplicity of factors, but not all of these 
have yet been identified. ' A current 
hypothesis proposes that free fatty acids 
(FFA's) initially irritate the wall of the 
sebaceous follicles, thereby producing a 
primary type of sebaceous dermatit is that 
precedes the eruption of the acne lesion.'-5 
FFA's were found to be present in the 
sebum collected from the skin of acne 
patients', but it was later discovered that 
these FFA 's were not synthesized as such by 
sebaceous glands since chromatographic 
studies of sebum indicated that FFA's were 
not a normal component of sebum excreted 
by the skin in vivo' The truth is that these 
acids are liberated from the triglycerides 
present in the sebum by the hydrolytic action 
of certain strains of Cornyebacterium acnes 
(C. acnes) possessing high lipolytic activity.' 
C. acnes is probably the dominant organism 
found in the sebaceous regions of human 
skin.•-• There have been more than 63 strains 
of C. acnes isolated and studied.'° Kellum 
and associates have concluded that 
distinctive strains of C. acnes inhabit the 
pilo-sebaceous units of patients with acne 
vulgaris." This conclusion was based on their 
study of 63 strains isolated from the skin of 
their acne patients. They incubated the 63 
strains individually in vitro with three 
representative triglycerides : trilaurin (C, ), 
tripalmitin (C,.), and triolein (C,. :1). Consistent 
differences were observed in the ability of 
the organisms to hydrolyze these 
triglycerides. They found that 75% of strains 
of C. acnes isolated from patients with acne 
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vulgaris split trilaurin , 56% split tripalmitin , 
and 88% split triolein. In comparison , only 
42% of C. acnes isolates from pat ients 
without acne vu lgaris hydrolyzed t rilaurin , 
17% cleaved tripalmitin , and 58% split 
triolein . The differences observed were 
significant to the 2% confidence level. " The 
cu rrent hypothesis also p roposes that only 
FFA 's of the C, to C,. range were s ignificant 
in the pathogenesis of acne since these acids 
produce the greatest irritation to the 
sebaceous follicle walls." However, actively 
lipolytic strains of C. acnes have also been 
isolated from pat ients who have never had 
acne (Kellum, 1968) ." From this it seems that 
the high-lipolytic activity of dist inctive strains 
of C. acnes is not a sufficient cause of acne, 
although a necessary one. 
The second most likely factor to be 
implicated in acne production is the sebum 
excretion rate. Powell once stated that 
statistically a significant difference may be 
shown in the sebum excretion rates between 
acne and non-acne patients, but " it is not 
possible to characterize any single individual 
as having acne or not by his level of sebum 
production"." On the other hand, Cuncliffe 
and Schuster (1969) in a study of 34 male 
patients found a direct relation of sebum 
excretion rate to the severity of the facial 
lesions." The results of the use of 2-napthol 
and antiandrogens in the experimental 
treatment of acne indicate that the rate of 
sebum excretion is neither a significant nor a 
necessary pathogenic factor. When 2-napthol 
was used topically, the sebum excretion rate 
decreased with remission of the acne, but 
after stopping 2-napthol application, the acne 
returned even though the sebum excretion 
rate remained at the decreased level. '• The 
use of antiandrogens also brought about 
remissions in acne patients but both high 
sebum-excreting acne and non-acne patients 
were observed to show the same degree of 
response to the antiandrogens. One can infer 
from these observations that a reduction in 
sebum excretion rate is not necessarily an 
essential concomitant of remission in acne 
vulgaris .'•. Treatment with UV light and 
sebum drying agents decreases sebum 
excretion rate and has a favourable effect on 
the course of acne ; however, the precise 
nature of this effect is still unknown. 
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Chromatographic studies of sebum have 
been rewarding , but the techniques now in 
use need improving since experiments 
designed to shed light on the nature of 
different kinds of sebum are likely to become 
more elaborate. The lipids and other 
components of human sebum have not all 
been isolated and indentified by thin-layer 
and gas chromatographic studies.". But the 
analysis of sebum collected from normal and 
acne patients has revealed definite 
differences with respect to some constituents. 
These diffrences, concerning mainly the 
triglyceride and the aliphatic alcohol wax 
ester fractions, probably reflect a metabolic 
difference in the sebaceous glands of the two 
types of patients"; but at present they are not 
large enough to justify a general conclusion 
relating the role of the composition of sebum 
to the pathogenesis of acne." 
A third factor which the public and family 
doctors alike tend to regard as important in 
the causation of acne is the control of 
sebaceous gland activity and sebum 
excretion rate by androgens." The evidence 
for such a hormonal control have been amply 
provided by studies with animals and by 
observations on human patients with elevated 
levels of androgen either because of an 
endogenous increase or an exogenous 
increase through steroid medication." In this 
context it is of interest that eunuchs are not 
normally liable to attacks of acne ', but that 
the disorder can be induced in them by the 
excessive and prolonged administration of 
testosterones.' 
Although it was stated above that an 
elevated sebum excretion rate does not 
necessarily result in acne, an increase in 
sebum production induced by excessive 
testosterone can bring about acne because 
of the increased tendency for the excessive 
sebum to become inspissated in the 
sebaceous ducts and hair follicles. " This 
incarcerated sebum acts as a foreign-body 
and causes irritation similar to that due to 
free fatty acids. " Therefore a normal rather 
than an elevated physiologically-active pool 
of androgens in the body is desirable in 
patients who have a genetic predisposition 
to develop acne. ' 
It has been observed in patients with 
acromegaly that there is a notable increase 
in the oiliness of the facial skin . It was 
thought that the excessive pituitary growth 
hormone was responsible for the seborrhoea 
of acromegaly, but studies later disproved 
this theory. 
. To sum up the discussion on pathogenesis , 
1t appears that the all-important proximal 
cause of acne is the production of a primary 
inflammation of the sebaceous gland' and hair 
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follicle walls due to the presence of C, to C,. 
FFA 's and inspissated sebum. It follows that 
effective management of acne vulgaris would 
entail the prevention of the primary dermatitis 
from occuring. This may be accomplished by 
blocking the over abundant formation of 
FFA's and inspissated sebum within the pilo-
sebaceous structures. 
Strauss and Pochi have shown that the 
titratable acidity (TA) of sebum could be used 
as a measure of the FFA 's present in sebum 
(Strauss et al. , 1954)." One could hypothesize 
that lowering the acidity of the excreted 
sebum might be an effective means of the 
prevention and treatment of acne. This 
hypothesis turned out correct when it was 
found that tetracycline HCI in adequate doses 
blocked the hydrolyzing activity of C. acnes 
in vitro." Its use under clinical conditions has 
indeed brought some chronic cases of acne 
under control. With tetracyc line therapy the 
TA of sebum decreased to the same degree 
that the percentage of FFA 's was decreased 
(Freinkel et al. , 1965).5 It appears that when 
tetracycline is employed for the treatment of 
acne, it functions not only as a broad-
spectrum antibiotic but more effectively as an 
inhibitor of one or more of the enzymes 
which enable certain strains of C. acnes to 
hydrolyze FFA's from triglycerides present in 
sebum.' In addition to tetracycline HCI, 
demethylchlortetracycline, erythromycin, and 
the combination of sulfisoxazole and 
trimethoprim also have demonstrated ability 
to decrease theTA of sebum in acne 
patients." Strauss and Pochi gave a daily 
administration of 2.0 gm of sulfisoxazole in 
combination with 0.5 gm of trimethoprim for 
9 weeks to a group of patients and found 
that theTA of their sebum at the end of 9 
weeks was reduced by approximately 30% ." 
But no change occurred when trimethoprim 
or sulfisoxazole was used alone." In clinical 
practice, of all the agents that can reduce the 
TA of sebum , only the tetracyclines have 
come into popular use in the management of 
chronic acne. I have found with the oral 
tetracyclines that optimal results are usually 
obtained by maintaining a constant high 
plasma concentration of the antibiotic with 
a dosage of 250 mg. q.i.d. until all the facial 
lesions have healed and no new ones appear. 
Thereafter a maintenance dose of 250 to 500 
mg. per day is used. Since tetracycline 
therapy of chronic acne is necessarily a long-
term affair" , combination with an anti-fungal 
agent is recommended such as mysteclin F 
(oxytetracycline with amphotericin B in 1 
mg./5 mg. tetracycline) or Achrastatin V 
Tetrastatin, and Terrastatin (oxytetracycl,ine 
with Nystatin in 103 units per mgm. 
tetracycline)." Such combinations will prevent 
the occurrence of untoward intestinal 
disturbances such as diarrhea by inhibiting 
overgrowth of Candida organisms in the gut. " 
The chance that systemic moniliasis may set 
in is also greatly reduced." Some patients , 
after a few weeks of heavy tetracycline 
therapy, will show a significant decrease in 
their sebum excretion rate. This effect , 
unfortunately, is only temporary. Out of six 
patients treated by Beveridge and Powell 
with systemic tetracycline, only two 
demonstrated a significant decrease in sebum 
excretion rate with clinical remission of 
acne. " 
The use of antiandrogens in the treatment 
of acne deserves mention since much 
research is being done in this field. 
Ant iandrogens are substances which prevent 
androgens from exerting their effect at the 
target sites. They need to be distinguished 
from drugs that bring about the same clinical 
response but work by su.ppressing androgen 
synthesis in the body. The use of 
antiandrogens in the treatment of skin 
disorders is still in an experimental stage.'0 
This is reflected in the fact that there is not 
one safe and effective antiandrogen on the 
pharmaceutical market that the dermatologist 
can confidentially prescribe for his acne 
patient.'0 This is unfortunate since an 
effective antiandrogen could be used to halt 
premature baldness in men and remedy other 
conditions besides acne in a single course 
of treatment. Many synthetic antiandrogens 
have been tested in rats and hamsters , but 
most of them have proved to be unsafe for 
human clinical trials because they produce 
numerous adverse side effects. As an 
example, the Squibb Institute in New 
Brunswick recently has been experimenting 
with a synthetic antiandrogen called A-
norprogesterone in animals, and it was 
discovered that this compound induced fevers 
in some experimental subjects so that clinical 
trials were stopped." Disappointing for other 
reasons are 6 '-chlormadinone acetate and 
crypnoterone acetate, which bring about a 
significant reduction in sebaceous g land 
activity in the hamster costovertebral organ, 
but were found to be inactive when applied 
topically on human skin.'' 17-a-methyi-B-
nortestosterone effected a fall in sebum 
production after 10 days of oral use in female 
patients with acne." Various estrogen and 
progestin-estrogen mixtures have also been 
tried " , but very high doses of these were 
required before significant results were 
seen." Of course at this high dosage, many 
harmful side effects that normally accompany 
estrogen medication were accentuated and 
new ones introduced." Male patients when 
treated with a cholesterol synthesis inhibitor, 
eicosa-5 : 8:11 :14 tetraynoic acid , showed a 
less than 50% decrease in sebum 
production." This compound, although it is 
not an antiandrogen had been once marketed, 
but is no longer.'' 
L-dopa, a drug that is being introduced for 
the symptomatic treatment of parkinson 's 
disease, had been subjected to a preliminary 
study of its effect on the seborrhoea of 
parkinsonism. Approximately eight out of ten 
patients afflicted with parkinson 's disease 
show an increase in the oi l iness of their facial 
skin. The etiology of this seborrhoea is not 
known.'' But it is postulated that it may be 
endocrine in origin since there is evidence in 
rats that the pituitary secretes a tropic hor-
mone that controls sebum production and L-
dopa may modify this pituitary-sebaceous 
gland axis .'' Five patients with idiopathic 
parkinsonism when treated with the maximum 
tolerable dose of L-dopa for 3 weeks showed 
an average decrease of sebum excretion rate 
of 30% (range 17-42%) (Schuster et al. , 
1970)." This finding puts L-dopa into the 
category of possible agents that may be 
used to control normal sebum production. 
But it remains to be establ ished wh ether or 
not L-dopa, at to lerable doses, is ab le to 
decrease the seborrhoea of acne by future 
clinical studies. 
Topical treatment of acne vulgaris entails 
the application of appropriate ointments and 
lotions directly over the affected skin. These 
chemicals are designed to dry up the oil and 
produce peeling of the epidermis. Agents that 
possess keratoplastic , keratolytic , and drying 
properties include Persol (Benzoyl peroxide 
10%, Colloidal Sulfur 2.5% ), 2-napthol , 
Quinolor\ and other acne lotions containing 
sulfur, zinc , and resorcinol. If the lesions are 
inflamed, a glucocorticoid ointment such as 
triamcinolone acetonide mixed with 
chlortetracyc line HCI (aureocort) or a 
hydrocortisone and resorcinol mixture (Acne-
Cort-Done) may be applied. An acnomel 
cream (resorcinol 2%, su l fur 8%, hexachloro-
phene 0.25% ) which has a flesh-like color 
may be used to tone down the redness of the 
lesions. An anti-bacterial soap such as Fostex 
and Acnaveen Cake should be employed for 
washing the face. It is important not to use 
any greasy cosmetics since they will 
aggravate the existing oiliness. The hair and 
scalp should be shampooed at least twice 
per week with an anti-seborrheic shampoo 
such as Selsun, Fostex, Sebulex or " Head 
and Shoulders". In the doctor's office, existing 
blackheads should be extracted with a 
comedo extractor and fluctuant cystic lesions 
be incised and drained with a small sharp, 
and sterile scalpel. ' If required , dermato-
logical cosmetic techniques such as 
dermabrasion and superficial chemosurgery 
may be carried out to smooth out inactive 
rough acne scars.' But it should be kept in 
mind that dermabrasion and similar 
procedures may be accompanied by 
undesirable effects such as hyperpigmen-
tation , grooving, and further scarring.' 
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As an adjunct to other forms of acne 
therapy, I recommend UV light irradiation. 
The sebum excretion rate has been observed 
to decrease but returns to its previous rate 
upon cessation of irradiation therapy. 
Depending upon the severity of the case 
being treated , suberythemic doses in graded 
intervals up to the point of mild erythema and 
peeling may be employed. UV irradiation 
coupled with dionine (ethylmorphine) 
electrophoresis has proved to increase the 
effectiveness of the former procedure." In a 
clinical trial in which 368 acne patients were 
treated by this method, 77% of the cases 
showed complete disappearance of 
comedones , 20% showed satisfactory 
disappearance while only 3% showed no 
disappearance (Gribanova, 1969)." In the 
most severe and stubborn cases refractory to 
other radical measures, x-ray radiation to be 
given by a Specialist may have to be tried.' 
In the way of general measures to be taken 
against acne, I have come to the conclusion 
that the most important one that is not only 
beneficial to the treatment of acne, but also 
to the patient's general health is the proper 
regulation of his diet. In some cases the 
proportion of fats and carbohydrates making 
up the diet have to be decreased by 30-40% 
while the proportion of proteins of high 
biological values should be increased 
correspondingly. 
Oily, creamy rich , extremely sweet and 
spicy foods should be avoided as much as 
possible.' Skim milk and margarine should 
be used in the place of whole milk and 
butter. In addition to the careful planning of 
the diet, proper personal hygiene is also 
imperative. For example, the fingernails which 
often harbour many pathogenic bacteria 
should be kept short and clean. The face, if 
oily, should be washed with warm water and 
the proper acne cleansing agent as frequently 
as is convenient. When drying use only gentle 
padding movements of the towel in order to 
prevent traumatization of the facial skin . 
Although it seems trivial , the doctor should 
emphasize to the pat ient that harmful effects 
may result from unnecessary contact of the 
hands with the face. Some patients will rub 
their face with dirty hands or rest their face 
in the cup of their hand without consciously 
realizing that they are doing it. There is no 
more effective " innocent" way of transferring 
bacteria from the environment to the face 
and set up infections there. Usually the 
patient does not realize the harm he is doing 
himself and he must be encouraged to make 
a conscious effort of reminding himself to 
touch his face as little as possible. 
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Having talked about the pathogenesis and 
treatment of acne vulgaris, I would like the 
reader to realize that only the signs and 
symptoms of this condition are being treated. 
One should always in the practice of 
medicine make an attempt to find and treat 
the primary cause of a dise·ase if possible. 
For example, if a severly acneic patient 
comes to the office with acne as his chief 
complaint while his history and a physical 
examination reveal other mild signs and 
symptoms of endocrinopatho!ogy, the doctor 
should order appropriate laboratory tests to 
find out the precise nature of the disorder. 
The doctor because he is overworked may 
only treat the superficially visible signs of the 
disorder, but it is better for the patient if its 
primary cause were discovered and remedied . 
In acneic .Patients who demonstrate a 
hormonal disturbance, it is usually the 
androgens that are affected. Laboratory tests 
on endocrine function are expensive and not 
always reliable but should be ordered since 
an actively-secreting benign neoplasm may 
be present. In order to obtain an initial 
picture of what is happening endocrinologi-
cally in the patient, the laboratory tests 
should include the determination of the total 
plasma testosterone level , 24-hr. urinary 17-
Ketosteroids , and total plasma estrogen level. 
The plasma testosterone determination gives 
a rough index of testicular Leydig cell 
function and the urinary 17-Ketosteroid 
determination gives an index of both adrenal 
cortical and testicular function , but it must 
be remembered that in the male, two-third of 
the 17-Ketosteroids in urine are products of 
the steroids originating from the adrenal 
cortex." A more accurate test of adrenal 
cortical function is the 24-hr. urinary 17-
hydroxycorticosteroid determination. Lastly, 
the plasma estrogen level gives an indication 
whether or not the observed abnormal 
androgenic signs and symptoms are due to 
an absolute or a relative increase of the, 
androgens in relation to the estrogens. If the 
first two values are increased, appropriate 
suspicions would be that there may be 
elevated circulating level of gonadotrophins, 
ACTH , or both , or there may be a Leydig cell 
tumor in the testes or a cortical adenoma or 
hyperplasia of one or both ad renal glands 
producing an adrenogenital syndrome. It 
stands to reason that further lab tests must 
be done in the endeavour to seek out the 
exact cause of the abnormalities. But if the 
clinical picture becomes too complex, the 
attending doctor should refer the patient to 
an endocrinologist for further study. 
The author is indebted to Dr. C. F. 
Robinow for his kind advice and 
assistance during the preparation of this 
paper. 
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Death Be Not Proud 
Gary Maier M .D. 
" Doctor Maier. Doctor Maier." 
Christ, they 're paging me again , I said to 
myself. Everybody seemed to need me just 
now and I was slowly wearing out and getting 
paranoid. 
" Doctor Maier. Doctor Maier." 
Christ, I had better call the witch or she 
will drive me mad. 
" Dr. Maier here. Yes . Go to One South 
West to pronounce. Fine. Good-bye." 
To pronounce. Christ, why do some people 
persist in saying to pronounce. She means to 
pronounce somebody dead, but they all say it 
as if they were afraid to say the word 
" death " . You would think it was catchy the 
way some people avoided it. Who was it this 
time, I wondered half aloud as the elevator 
door opened. I got on with two ve ry alive 
young girls. " Four, please" . I pushed fou r and 
one. Let 's see, that is the Neurology Floor 
and probably an older patient. Maybe 
somebody stroked out. I suppose like most 
people I was never really comfortable around 
dead people. They always looked so dead, and 
it is usually sad, especially if they are young . 
1 will never forget that 24 year old girl who 
d ied after the car accident in I.C.U. Her 
father actually offered one of the internes all 
the money he owned if he would just assure 
that she would l ive. The two gi rls got off and 
1 started down alone. You are never more 
alone than when you are pronouncing 
somebody dead. It sort of reminds you again 
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that life is a ri ver with a waterfal l at the end. 
Alone, I somehow always wonder wh ere the 
soul has gone, where the ,person is. I got off 
the elevator and moved to the Nurs ing 
Station. " Somebody dead here?" " Yes , Dr. 
Maier. Could you please pronounce her dead 
so that the undertaker can take the body." 
" Sure, I hate to hold up progress " . 
We walked into the room. They had already 
pulled the sheet over her head. I pu lled it 
back. There lay about a one hundred and 
eighty-fou r year old looking sallow, yellow, 
cyanosed , blue remnant of a woman. Her 
false teeth lay on the beds ide table , sucking 
in her cheeks. Her eyes were open. She had 
obviously had a cataract removed sometime 
because her pupil was irregular, open and 
dilated. Neither pupil reacted to light. I pulled 
her sticky eyel ids shut. Next I listened to her 
chest for any heart sounds. It was sil ent as a 
tomb. I must have pressed her chest when I 
put my stethoscope on her because th ere was 
a sigh sound passed her lips-residual air 
coming out. I listened for two minutes. 
" What did she die of? " I asked , looking at 
the nurse. 
" She had a stroke two years ago. Probab ly 
contracted pneumonia recently." 
" Oh ", I said, completely dis interested . 
" Well, she is dead." 
I walked back to the Nu rs ing Station to 
sign the chart, I was wondering if I would 
have the cou rage to write as one London 
physic ian once d id. " The Lord giveth and the 
Lord taketh away." 
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Pathological Photoquiz 
This pathological photomicrograph is of a 
specimen ob1ained from a 34 year old man. 
What 's your diagnosis? History and answer 
are on page 29 . 
• 
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The Challenge of Chiropractic 
Ed Note: This is the first of a three part 
series on chiropractic by Jim Hicks. 
The field of chiropractic treatment is one 
which has been almost completely ignored 
by the medical profession. My own interest 
was aroused by a small artic le in our local 
paper entitled " Chiropractic Communication" 
which explained that asthma is caused by a 
lack of the proper nervous impulses being 
transmitted to the respiratory system and 
that chiropractic manipulation could correct 
this. Although my own concept of the 
etiology and pathogenesis of asthma is not 
as firm as it should be, I took exception to 
the one given in that column, a column which 
I imagine was intended to be educational. I 
decided to investigate the (1) art? (2) 
science? (3) hoax? (NOTE: Pick one, the 
correct answer will be found at the end of 
the article) of chiropractic and began by 
reading all the books on the subject in the 
Health Sciences library. There are none. My 
next venture was to interview the author of 
the column , who was very co-operative in 
giving me literature and in discussing the 
conflict between medicine and chiropractic. 
For those who know little about chiropractic 
the following is my impression and may be 
of some use. 
Firstly, the field has a fair degree of range 
among its own members as to the role of 
chiropractic but one of its basic themes is 
that the human body when in proper 
condition can resist most diseases without 
the use of such things as vaccines , 
antibiotics, etc . However, in some cases the 
techniques of chiropractic are not sufficient 
and some medical tools may be necessary, 
such as antibiotics or surgery. Secondly the 
spinal cord and the peripheral nerves play a 
major role in the maintenance of health . 
This means that any condition that causes a 
blockage or irritation of nerves will 
predispose to disease. One of the main 
causes of this type of interference is a minor 
(or major) subluxation of the vertebrae of the 
spine. Such subluxations may occur as a 
result of trauma or may be secondary to such 
things as (1) prolonged stimuli to skin (heat ; 
cold) ; (2) rapid jerks of the head ; (3) 
infection which causes reflex neural changes 
and many more. By this argument, many 
people have minor subluxations of which they 
are unaware but which predispose them to 
illness in the area corresponding to the area 
innervated by the spinal segment affected. 
Such minor subluxations of vertebrae can be 
shown by x-ray and local tenderness to 
Jim H icks '7 1 
palpation and if corrected by manipulation 
decrease susceptibility to disease. By the 
same token , if disease is present, the 
corresponding spinal segment will usually 
show some impairment which if treated by 
manipulation will help the body to reverse 
the disease process. The basic role of 
manipulation is to make the vertebral column 
or other joint as close to the theoret ical 
normal as possible and usually manual 
pressure and special movements can achieve 
this. Where chiropractors disagree is to what 
extent chiropractic techniques should be 
used in cases where the spinal role is not 
obvious. 
It can be seen that chiropractic , unlike 
dentistry which restricts itself to a local area 
of the body, is more of an alternate to 
orthodox medicine rather than a small 
segment of it. It should be noted that in 
talking with one chiropractor he said that 
while he believes the theory, he makes no 
real attempt to dissuade people from their 
belief in orthodox medicine. 
Since most peop:e have grown up with an 
orthodox medical indoctrination it may be 
surprising that the profession of chi ropractic 
has achieved its present state. Today, 
O.H.S.I.P. covers chiropractic service, and 
Workmen 's Compensation cases are often 
referred to chirop ractors. However the 
students who attend the Canadian Memorial 
Chiropractic College in Toronto and are 
awarded the degree, Doctor of Chiropractic, 
are not allowed to use the title in front of 
their name but only after their name. It was 
noted that the receptionist in one 
chiropractor's office was apparently unaware 
of this and the chiropractor made no attempt 
to correct her. It is somewhat like the 4th 
year students who are referred to as Doctor 
and occasionally forget to explain their actual 
status to patients. 
How do we explain the present status of 
chiropractors? There are many people who 
are quite rational and believe in doctors who 
also swear by chiropractors for relief of many 
kinds of pain. This is the answer. People go 
to and respect chiropractors because they 
can relieve symptoms better than orthodox 
doctors in certain conditions! If this is 
accepted we must find out why they are 
successful. Several possibilities come to 
mind. 
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(1) The disease is psychosomatic and the 
" laying on of hands" cures the symptoms. 
(2) The condition was going to cure itself 
and the chiropractor received the credit. 
(3) There is a structural basis for many 
" organic " diseases and moreover 
manipulation can correct this. 
The large number of people who get 
almost instantaneous pain relief argue against 
the second explanation. The fact that many 
people have already been treated by other 
doctors for their pain also weakens 
explanation number one. This leaves the 3rd 
explanation looking more acceptable. If we 
accept that ch iropractors can get good pain 
relief in many conditions such as low back 
pain , occipital headaches, stiff necks, the 
next question is " Why is the medical 
profession not involved with chiropractic 
technique? " It is interesting that the one 
chiropractor I talked to about the point 
* 
Medical Athletics 
At this time, early in the Athletic Season, 
the Health Science Athletes are anticipating 
another winning effort. 
Recapping briefly, 1969-70 saw the Health 
Sc. lads win the Intramural Championship 
with a points-total of 312. A late season rally 
by the Physical Education Squad fell some 
62 points short of our mark. 
This total effort was highlighted by 
individual victories in Football , Harrier, 10-Pin 
Bowling , Table Tennis, Track and Field and 
Basketball. A quick check of the personnel 
who engineered these triumphs reveals that 
most have avoided graduation and 
theoretically then we should equal or even 
surpass last year's performances in these 
events. 
As good as th ings were last year, 
opportunities for improvement are many. 
Early and continuing participation is perhaps 
the key to success in the lesser known sports 
such as Badminton and Volleyball. 
Improved performances in this fall 's Tennis 
and Golf competitions are expected, with 
many students choosing summer jobs which 
did not infringe on their court and course 
time. 
Only improved eyesight or larger nets can 
bring improvement to the Hockey scene 
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mentioned that he had sent hundreds of 
patients to orthopedic surgeons and other 
doctors but the orthopedic surgeons had sent 
him no referrals. I wonder if the records of 
most orthoped ic surgeons or general 
practitioners is as good for such things as 
low back pain. This is especially pertinent 
since manipulation has been introduced to 
medical students at Western under the 
direction of the Physical Medicine 
department. It seems that we sanction people 
to practice manipulation if they have had a 
one week sem inar course on manipulation 
but not if they have studied the same subject 
for 4 years. 
I feel that the role of chiropractic 
manipulation in medicine is not settled. I 
believe many of the theories are overly 
simple but I also believe that much blind 
prejudice is directed against chiropractors 
and their apparent cures are too easily 
dismissed. 
* 
where goal-tending and defensive play 
reached their peak last winter. 
Sports such as Wrestling , Squash, Paddle-
ball and Handball , which by their very nature 
seem to be dominated by the P.H.E. types , 
require an immediate and concentrated effort 
if your health and your Health Sc. Team are 
to benefit from participation in these areas. 
Practice times for these activities can be 
conveniently reserved to coincide with any 
lecture or clinic that doesn 't meet with your 
approval. 
Those fortunate enough to be residents of 
Pad-Pool Complexes (Medway Creek 
included) are requested to remain in peak 
condition for the Water Polo and Swimming 
competitions which are scheduled for later 
this year. Thames Hall pool is available for 
those less fortunate. 
Your Athletic Reps. and I would appreciate 
your co-operation and participation in this 
year's Intramural Program and together we 
can make it two successive Championships. 
Fun and fellowship being the main 
objectives of athletic competition leads us to 
adopt the following as our 1970-71 motto : 
" Clean Mind. Clean Body. Take your ,pick." 
Jeff Jackson Meds '73 
Athletic Director 
Hippocratic Council. 
The Harvey Oration 
Presented to the Harvey Club 
February 27th, 1970 
As a reply to the toast to William Harvey 
given by 
Harvey Warren Wilkins 
I offer greetings to our most attractive 
group of guests of the year, " the Harvey 
wives". It is my wish that you , the wives as 
well as the Harvey members, will get some 
entertainment as well as food for thought 
from this Harvey oration. Let me begin by 
taking a poem from President Joel Baker's 
Convocation address to the American College 
of Surgeons October 9, 1969, entitled " Good 
Timber" by Edna Groh. 
The tree that never had to fight 
For sun and sky and air and light, 
That stood out in the open plain 
And always got its share of rain . .. 
Never became a forest king , 
But lived and died a scrubby thing . 
The man who never had to toil , 
Who never had to win his share 
Of sun and sky and light and air ... 
Never became a manly man, 
But lived and died as he began. 
Good timber does not grow in ease: 
The stronger wind , the stronger trees, 
The farther sky, the greater length: 
The more the storm, the more the strength: 
By sun and cold , by rain and snows, 
In tree or man, good timber grows. 
Where thickest stands the forest growth 
We find the patriarchs of both ... 
And they hold converse with the stars 
Whole broken branches show the scars 
Of many winds and much of strife ... 
This is the common law of life. 
Never has the preparation of a lecture 
caused me so much anxiety and I am 
relieved to find in my search of the literature 
that 1 am not the first who has experienced 
this stimulation in the study of the life and 
wanderings of William Harvey. In 1949, Mr. 
Geoffrey Keynes , Emeritus Surgeon of St. 
Bartholemew's Hospital , was asked to deliver 
the Linacre lecture at St. John 's College, 
Dr. L. McAninch 
Cambridge. In this talk, Mr. Keynes attempts 
to put before his audience the personality of 
Harvey rather than a criticism or appreciation 
of his contributions to science and I quote: 
"That has been done often enough for 
William Harvey, and the impact of his 
demonstration of the circulation of the blood 
on contemporary thought and its effect on the 
progress of Science has been fully studied. 
On the other hand, studies of the man 
himself have been more rarely attempted, 
and you may be relieved not to have to relate 
Harvey's work to the doctrines of Aristotle 
and Galen and to be allowed instead to think 
of human characters and even of physical 
appearance." Seventeen years later after 
having delivered the Linacre lecture, we find 
that Mr. Geoffrey Keynes has published a 
464 page vo!ume on the life of William 
Harvey. This in itself gives you some idea 
as to the impossibility of preparing a suitable 
Harvey oration in three months, six months, 
or even a year, if one tries to study Harvey's 
works, his thinking , his personality and most 
of all, his drive. It is interesting to think on 
the impact that Harvey would have if he was 
living today and indeed, at one time I thought 
I would entitle this talk tonight, " Harvey and 
Star Trek ", because Harvey 's discoveries 
over 300 years ago were, as modern 
language puts it, " as far out" as the 
adventures of Captain Kirk, Spok and the rest 
of the crew of Star Trek are today. If there 
is one characteristic that I have gleaned 
from my studies of Harvey, it is the fact that 
he was an opportunist. Harvey persistently 
rode the crest. He was at the right place at 
the right time and said the right thing to the 
right people but this characteristic was in his 
genes. While the Harvey family cons isted of 
a week of sons and two daughters, we find 
that all the sons were opportunists. Five of 
the brothers were business men, indeed they 
are repeatedly reported as being wealthy 
business men. One of the brothers was in the 
King 's court while Harvey became the 
Physician to the King. 
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Let us go back and look at how this short, 
plethoric individual laid his foundation. ;here 
is little known of his attendance at Kmg s 
College at Canterbury but we are made 
aware of the fact that he sufficiently 
impressed his commercially minded fathe~ 
that he was sent to Caius College, Cambndge 
when he finished at Canterbury. While he 
was at Cambridge, he began his dissections 
of the bodies of criminals. Now he displays 
his methodical surgical searching mind by 
realizing that in order to understand the 
nature of Medicine, he must know Anatomy. 
He was unquestionably surgically oriented. 
He is referred to as Mr. Dr. Harvey and no 
physician was called " Mr. " Also we know 
Harvey did perform surgery (such as 1t was 
in those days). 
1 don 't believe for one minute that Harvey 
had his life all planned out before him but I 
do believe sincerely that Harvey meant to 
reach the top of his profession and that he 
was going to let nothing stand in his way. 
Four years after entering Cambridge, he 
received his B.A. and then set off on his 
travels to Padua. The School of Anatomy at 
Padua had been made famous by Vesalius 
and Fabricius of Aquapendente. Padua was 
a student's university, the students controlling 
their own courses and electing their own 
teachers. This is an interesting fact with 
students seeking more control today. It was 
a cosmopolitan group of students with their 
own series of nations and within two years 
Harvey was elected English representative in 
the Council of this jurist university-you see, 
once again he comes to the top and rides 
the crest. No student is elected by his peers 
to such a position simply because he is able 
to amass a lot of knowledge. Such a student 
must demonstrate ability to get along with his 
fellow man. He must show interest in his 
fellow man and sincerity and trust. Harvey's 
stemma hung in the great hall of Padua as a 
Councillor of the English nation in 1600. 
While at Padua, we find Harvey becoming a 
close friend of Fabricius who is the most 
eminent anatomist of the day and it was 
Fabricius' observations in the valves and the 
veins in the legs that led Harvey to his 
conclusions concerning the circulation of the 
blood. If only Harvey had had a microscope 
but he didn 't. He would have been able to 
visualize the anastomosis between the 
arteries and veins through the capillary bed. 
However, it wasn't until the days of Malpighi 
that the capillary system was to be 
demonstrated by means of the microscope. 
In order to be an opportunist one has to have 
an intellect and certainly Harvey 
demonstrates that he possessed this. He had 
a mind 's eye, he had a tremendous power of 
observation and was capable of making 
accurate recordings so that thoughts and 
situations could be relived time and again . 
16 
His drive for knowledge was unrelenting, he 
was not content with what his teachers told 
him. He observed, thought and reasoned s~ 
that in 1602 he received his Doctor of PhysiC 
in Padua and it appears his proficiencies 
surpassed even the highest hopes t~at the 
examiners had for him. Upon returnmg to 
Cambridge, he immediately took_ his M.D. 
and two years later he was admitted to the 
College of Physicians. It is interesting to 
note that he became a candidate for the 
College of Physicians on October 5, 1604 
and only 50 days later he married the 
daughter of Dr. Lancelot Brown. Here is_ 
another indication of William Harvey bemg 
an opportunist. It just so happens _that Dr. 
Brown was Physician to Queen El1zabeth and 
James 1. Dr. Brown died the next year and 
Dr. Harvey subsequently became Physician to 
the King. Harvey obviously believed that "it 
was just as easy to love them rich as love 
them poor". However, we hear very little of 
Mrs. Harvey and the one comical anecdote 
that is told is the story of her pet parrot who 
was raised all its life as a male and it was 
only at autopsy that it was found that it died 
from an egg in its ovidcut and was apparen_tly 
female. This suggests to me that Harvey pa1d 
little attention to his wife or her pet. We do 
know that Mrs. Harvey predeceased her 
husband by several years but there is no 
indication that she took any g real interest in 
his work nor that Harvey took much interest 
in her. Dr. Harvey describes her as a good 
and faithful wife. Such a description could 
also have been applied to his dog, if he had 
one. 
I think it is interesting to diverge for a 
few moments at this time and consider Dr. 
Harvey's intimate knowledge on animal 
generation. He dissected 60 different species 
of animal and described not only their 
anatomy but their copulation habits and 
described in detail intercourse occuring in 
various species of birds and animals. In fact, 
his descriptions are so precise that at the 
time the material was submitted, there was 
considerable delay before it was allowed to 
be published. He made a lot of observations 
on the egg and the chick embryo, he also 
made a lot of observations on the deer in the 
King 's forests. I suspect the stimulus for this 
interest was the barren marriage that he had 
experienced with his wife. I have no record 
of his disappointment at not having a family 
but it is merely my own opinion from reading 
many pages of Harvey's work and reading 
many Harvey orations and autobiogra.Phies 
that I submit to you that Dr. Harvey was 
extremely disappointed at not having a 
family . 
After Harvey became a member of the 
College of Physicians and Surgeons, he 
sought and obtained the appointment of the 
Physician at St. Bartholomew's Hospital. 
However, this only required him to spend one 
day a week at the hospital giving his services 
to the poor and allowed him to spend the 
rest of his time in a very fashionable , 
lucrative, busy practice. When it came time 
for the King to travel , Dr. Harvey was 
summoned to accompany him on his trips 
and this gave him ample opportunity to 
continue his animal experimentation and 
observations on the circulation and 
generation of animals. 
In an attempt to increase the knowledge 
of the Doctors of the day, Lord Lumley and 
Dr. Caldwell in 1581 founded the Lumlian 
lectureship at the College of Physicians. This 
was a surgery lecture and the appointment 
was for life. The lecturer was to deliver a 
lecture twice a week and he was paid a 
generous stipend for them. In 1615, on 
August 4th , Dr. Harvey became the Fourth 
Lumlian Lecturer and held this position until 
1656. During this time, he gave many lectures 
on Anatomy and expounded on his theory 
of the circulation of the blood. 
And now let us postulate what a man of 
Harvey's intellect would be doing if he was 
here today. I think such an individual would 
be continuing to be a law unto himself. He 
would continue to carry out his own 
experimentation, he would require time to 
wander and think and would have to be 
subsidized by means other than practice but 
I think such a mind would unravel the 
complicated maze of the transplantation of 
organs, storage of organs, the immune 
response and so forth. Perhaps he would 
show us how to have great banks of stored 
organs, stored blood, etc . so that one could 
at any time obtain the S.Pare part. We might 
postulate even further that the chromosomes 
and genes responsible for the protoplasmic 
production of these organs would be purified 
to the point where certain viscera, kidneys , 
liver and heart, could be grown in an 
incubator and used as replacement organs. 
Or would he concentrate on memory banks 
where knowledge could be inserted into the 
brain by simply being connected to a set of 
electrodes or be exposed to the proper rays 
while appearing to be asleep. 
* 
"We must watch the infant in his mother's 
arms; we must see the first images which the 
external world casts upon the dark mirror of 
his mind; the first occurrence which he 
witnesses; we must hear the first words 
* 
Such discoveries are certainly in the future 
along with the development of a society that 
will always do the best for mankind where 
jealousy, pride, greed and so forth will cease 
to be. 
Let me close with my favourite poem 
called " Just a Boy", as we go home to raise 
potential Harveys. 
Got to understand the lad-
He's not eager to be bad ; 
If the right he always knew, 
He would be as old as you . 
Were he now exceeding wise, 
He'd be just about your size ; 
When he does things that annoy, 
Don 't forget-he 's just a boy. 
Could he know and understand, 
He would need no guiding hand ; 
But he's young and hasn 't learned 
How life 's corners must be turned. 
Doesn 't know from day to day 
There is more to life than play. 
More to face than selfish joy. 
Don 't forget-he 's just a boy. 
Being just a boy he'll do 
Much you will not want him to ; 
He'll be careless of his ways, 
Have his disobedient days, 
Wilful , wild and headstrong , too, 
He' ll need guidance kind and true ; 
Things of value he'll destroy, 
But reflect-he 's just a boy. 
Just a boy who needs a friend , 
Patient, kindly to the end ; 
Needs a father who will show 
Him the things he wants to know. 
Take him with you when you walk, 
Listen when he wants to talk, 
His companionship enjoy, 
Don't forget-he's just a boy. 
* 
which awaken the sleeping powers of thought 
and stand by his earliest efforts if we would 
understand the prejudices, the habits and the 
passions which rule his life." 
Alexis de Tocqueville, 1855 
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What Do You Mean by Relevance? 
My title is in the form of a simple question 
because direct conversation between 
students and faculty is now a prominent and 
valuable feature of university life. 
Participation in many conversations about 
the medical curriculum has moved me to 
unforeseen by those who make them. These 
write this article. Its purpose is to point out 
that current demands for relevance by 
medical students may have a consequence 
demands, in their most extreme form , can be 
summarized as follows : " do not teach us 
anything that is not directly connected with 
the examination and treatment of patients ". 
This demand could be met most simply by 
reducing the medical course from four years 
to two, since most of what is taught in the 
first two years is not related directly to the 
examination and treatment of patients. Since 
a two-year course would augment the supply 
of " physicians", it would make some 
contribution to the solution of current 
problems in medical manpower. 
There are several experiments in progress 
whose objective is to solve the manpower 
crisis by producing new categories of 
medical workers to do much of the clinical 
work that has hitherto been performed by 
the physician. The two best-known of these 
experimental categories are the pediatric 
nurse-practitioner (started in Colorado) and 
the physician assistant (started at Duke 
University, North Carolina) . The latter has 
recently been described in some detail by 
Estes and Howard '. The physician assistant 
has two years of professional training in 
which he is taught to perform a wide range 
of diagnostic and therapeutic procedures. It 
is intended that upon graduation, he will 
perform these procedures under the 
supervision of the physician with whom he 
works. 
If we yield to the most extreme demands 
of medical students for a relevant medical 
curriculum, we will , in fact, produce 
physicians ' assistants, not physicians. For 
some years to come they could serve a real 
need in tlie community by working in 
association with the many over-burdened 
physicians who were trained in a traditional 
and less " relevant" curriculum. But what will 
happen when their supervisors disappear by 
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death or retirement? Also, why should they 
hold a doctoral degree, which has a post-
graduate connotation? And , why should they 
have an income comparable to that of the 
traditionally trained physician when the salary 
of the Duke-trained physician 's assistant is 
currently $10,000? These three questions 
illustrate the problem fairly clearly. One 
solution is to offer the rigidly utilitarian 
training which some medical students 
demand and , after graduation, select those 
with a capacity for broader training to take 
post-graduate work which would lead to the 
physician 's qualification. The remainder 
would serve as physician 's assistants. Quite 
frankly, I see a great deal in favour of this 
proposal , but I doubt that the student 
proponents of relevance have it in mind. 
The alternative is to continue to train 
physicians and physicians ' assistants quite 
separately, with curricula that reflect the 
differences between their roles. The 
physician 's training would differ from that of 
the physician 's assistant in its greater 
emphasis upon the scientific basis of 
medicine. Physiology, cytology, biochemistry, 
pathology, pharmacology, epidemiology, 
bacteriology, psychology and sociology would 
be offered because they are explanatory of 
disease processes, of disease occurrence, of 
patient behaviour and of the impact of illness 
upon society. The individual who has 
received an appropriate training in these 
disciplines is not just a worker in the medical 
vineyard . He understands why the grapes are 
grown. He is able to produce new varieties 
of grapes. He is even able to consider a 
substitute for wine. 
This article, however, is not a plea to 
retain the medical curriculum which has 
prevailed for the past forty years or more. 
That curriculum contains much that is 
irrelevant to medicine, and omits much that 
is relevant. Its components are poorly 
integrated , and its aims have become 
increasingly out of date. Therefore I am 
convinced that members of faculty must re-
examine their courses. The basic scientists 
must select from their disciplines the material 
that has a demonstrable bearing upon the 
practice of medicine. This is no easy task, 
although it could be made easier if we had 
a medical curriculum which permitted some 
degree of career choice before graduation. 
The basic scientist is un likely to perform the 
task well if he has to do it against th e din 
undergraduate program to educate 
physicians from the ranks of the most 
promising assistants. 
The sooner that students appreciate these 
impending alternatives and indicate their 
preference, the better. 
REFERENCE : 
of student clamour for a relevance that is 
defined in narrow terms. Human nature being 
what it is , he will be tempted to do one of 
two things ; abandon the effort and withdraw 
from the undergraduate medical curricu lum, 
or surrender to expediency and give a 
" Mickey Mouse" course. Either wi l l tend to 
bring us to what I mentioned earlier-an 
1. Estes , E.H. & Moward, D.R. " Potential for Newer 
Classes of Personnel : Expe ri ence of the Duke 
Physic ian's Ass istant Program. " 
J . Med. Education 45 : 149-155, 1970. 
* * * 
INTRAMURAL SPORTS CALENDAR 1970-71 
INTERFACULTY COMPETITION 
SPORT DATE FOR COMPETITION ENTRY DEADLINE 
8 Man Football Monday September 28 Tuesday September 22 
Golf Tuesday October 6 Monday October 5 
Track & Field Thursday October 7 Post Entries 
Tennis (Singles) Tuesday October 13 Friday October 9 
Tennis (Doubles) Thursday October 15 Wednesday October 14 
Cross Country Thursday October 22 Post entries 
Volleyball Monday November 2 Tuesday October 27 
Basketball Monday November 16 Tuesday November 10 
5-Pin Bowling Week of November 16 
10-Pin Bowling Week of November 23 
Table Tennis Singles Wednesday November 25 Tuesday November 24 
Table Tennis Doubles Wednesday December 2 Tuesday December 1 
Hockey Monday January 11 Tuesday January 5 
Squash League Monday January 11 Tuesday January 5 
Padd ~ eball League Tuesday January 12 Tuesday January 5 
Water Polo Monday January 18 Tuesday January 12 
Badminton (Singles) Tuesday January 19 Monday January 18 
Badminton (Doubles) Tuesday January 26 Monday January 25 
Swimming (Wednesday January 27) Post entries 
(Wednesday February 3) Post entries 
Handball (Singles) Wednesday February 10 Tuesday February 9 
Handball (Doubles) Wednesday February 17 Tuesday February 16 
Wrestling Wed./Thu rs. March 3/ 4 Weigh-in time 
The Intramural Cham,pionship Shield goes to the Facu lty or School which accumulates the 
greatest number of points in the sports listed above. 
In addition, there are 4 tournaments which will not count in the po ints race. 
Lacrosse 
Paddleball (Singles) 
Paddleball (Open Doubles) 
Squash (Singles) 
Monday 
Tuesday 
Wednesday 
Saturday 
October 4 
March 2 
March 3 
March 6 
Thursday 
Monday 
Tuesday 
Thursday 
October 1 
March 1 
March 2 
March 4 
If there is sufficient interest, time and space, there may be open tournaments in Soccer 
and 7 a-side Rugger. 
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Massive Small Bowel Resection 
Introduction 
The small bowel is a complex organ 
performing many functions in man, especially 
those related to the digestion and absorption 
of foodstuffs. Resection of large proportions 
of it may cause serious and fatal problems 
in patients requiring such surgery. Massive 
resection of the small bowel is an uncommon 
operation and is usually done on an 
emergency basis. The indication is most 
commonly gangrenous necrosis of the bowel 
due to one of the following : 
1. Mesenteric vascular disease. 
(a) Thrombosis of the superior mesenteric 
artery (or vein) leading to infarction of the 
intestine. This is probably the commonest 
cause of massive resection . 
(b) Embolus to the superior mesenteric 
artery. 
(c) Traumatic disruption of the mesenteric 
vessels e.g. shot gun wound of the abdomen. 
2. Midgut volvulus with strangulation of 
the blood supply. 
Less common causes are strangulation of 
the gut in a large hernia and massive 
resection for extensive Crohn 's disease 
complicated by obstruction or bleeding. I 
will consider " massive" to represent greater 
than 50% resection of the small bowel. In 
fact , most of the cases I reviewed were in 
the region of 70-80% resection or more. It is 
these patients in whom the severest 
nutritional deficits occur and require all the 
ingenuity and experience of both the internist 
and surgeon for survival. 
Anatomic and Physiologic Considerations 
The length of the small bowel is about 5 
metres, the duodenum being about 25 em., 
the jejunum 2 metres, and the ileum 3 
metres. The total absorptive surface area has 
been estimated to equal about one half the 
size of a basketball court. This is due in 
large part to the valvulae conniventes , the 
villi and microvilli. There is a dynamic 
passage of nutrients, fluid , and electrolytes 
across this relatively enormous area. Most 
workers believe that the proximal bowel has 
the greatest capacity for absorption and that 
this capacity decreases as one proceeds 
farther down the bowel. However, if the 
proximal part is resected the distal port ion 
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compensates by increasing its absorptive 
power. Hammond has reported cases of 
resection of the entire jejunum producing no 
nutritional deficits. 
On the other hand, loss of the entire ileum 
requires continuing therapy {because of the 
absorption of vitamin B, and bile salts in this 
part of the gut.) It is , however, compatible 
with essentially normal nutritional status. 
Stanley and Groot reported four cases in the 
B.M.J. in 1952, having only 4-5 feet of 
jejunum intact in persons who were living 
normal lives after one year with no serious 
difficulty. Other cases are reported leaving 
only the duodenum anastomosed to the 
transverse colon who have been kept alive 
for a year or more. But " alive" for these 
patients is a very meagre existence. They 
have severe weight loss and malnutrition, eat 
very restricted and unpalatible diets, suffer 
from extreme diarrhoea, and often require 
regular intravenous fluid and electrolyte 
therapy. 
A certain amount of small bowel is 
necessary for long term survival and this 
length is about 50-60 em., be it jejunum or 
ileum. These people will still show the 
features of the so-called " short bowel 
syndrome" to a greater or lesser degree in 
spite of the most intensive medical and 
surgical management. 
Malabsorption Problems 
The three main foodstuffs , carbohydrate, 
protein and fat are absorbed most rapidly in 
that order. Carbohydrate does not present a 
malabsorption problem. Protein is totally 
absorbed by the end of the first 100 em. of 
jejunum (up to 60% is absorbed by the end 
of the duodenum.) But fat is least efficiently 
absorbed and presents the greatest problem. 
There are four reasons for this : 
1. Fats are best absorbed in the proximal 
bowel and if this is resected malabsorption 
results. 
2. Bile salts are absorbed primarily in the 
ileum (and not along with fats in the 
jejunum as was formerly believed.) If the 
ileum is resected these bile salts are lost in 
the feces. About 25 gm. of bile salts are 
excreted into the small bowel daily and 
reabsorbed into the enterohepatic circulation 
to be excreted again . Now the liver only 
makes about 250 mg. of bile salts daily so 
that if large amounts of bile salts are lost, the 
liver cannot compensate to sufficient degree 
to correct the deficiency. Consequently fats 
are poorly emulsified and not digested. 
3. Gastric hypersecretion (up to 300%) has 
been observed in patients with massive 
resection . The reasons for this are not clear 
and much research is being done on the 
possible production of small bowel factors 
(serotonin , histamine) which may influence 
gastric secretion. The effect of gastric 
hyperacidity in these patients is to lower the 
pH in the intestine and this interferes with 
intraluminal fat digestion. 
4. Soaps and fatty acids formed during the 
intraluminal phase of fat digestion are 
irritating to the colonic mucosa if they are 
not absorbed and produce diarrhoea and 
steatorrhea i.e. fat in the diet of these 
people can have a cathartic effect. 
These factors, by virtue of their diarrhoea 
effect, lead to fluid , electrolyte, and mineral 
losses. Calcium and magnesium are 
especially poorly absorbed and cases of 
hypocalcemic and even hypomagnesemic 
tetany have been described in patients with 
massive resection. 
The steatorrhoea and diarrhoea perpetuate 
one another and result in the features of the 
short bowel syndrome as shown in Fig. 1. Fat 
soluble vitamin and B" deficiencies result 
secondary to fat malabsorption and resection 
of the ileum respectively. 
Studies have shown that several 
compensatory small bowel mechanisms 
occur after massive resection . There is 
dilation and hypertrophy of the remaining 
bowel with increase in the villi and absorptive 
capacity. Some workers have described 
" intestinalization" of the large bowel , 
assuming it to represent an attempt to take 
over some of the small bowel functions. But 
this has been more recently disputed by 
others. 
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Management 
The immediate post-operative course of 
patients requiring massive resection may be 
attended by many complications. Sepsis is 
a very prominent factor when black bowel is 
present and septic shock, wound infections, 
and intra-abdominal abscesses are hazards 
to be watched for and treated. Thrombosis 
of the mesenteric artery is a manifestation of 
the generalized atherosclerosis and 
atherosclerotic heart disease which further 
adds to the risk of surgery in these patients. 
The management of fluid and electrolytes is 
very tedious when bowel peristalsis has 
resumed. These people may pass many 
litres of fluid per rectum each day. 
Once the immediate post-operative period 
is over, attention is directed to· the diet and 
nutritional status of the patient. It should be 
stressed that this is a hit and miss situation , 
and what works best for one person may 
make another worse. The diet must be 
individualized. Medical management is 
aimed at controlling the diarrhoea and 
steatorrhea and fat is the major culprit in 
this respect. The patient 's daily intake of fat 
(usually 30-50 gm.) is titred to produce an 
acceptable number of soft stools daily. 
Carbohydrate and protein can be increased 
in the diet without much bowel upset and 
their absorption will be proportionately 
greater. 
Medium chain triglycerides can be 
absorbed to a significant degree directly into 
the portal venous system and they work well 
in some patients. Paregoric , codeine, and 
tincture of belladonna have been used to 
control diarrhoea with varying success. 
Vitamin supplements are given and B, is 
given parenterally if the ileum has been 
resected . Calcium carbonate has been 
administered to both decrease gastric acidity 
+- Rever~eJ. 
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and to precipitate out unabsorbed fatty acids 
and neutralize their cathartic effect. Bile salt 
preparations are available but they must be 
ingested in large amounts and many patients 
cannot tolerate them. 
The progress of these patients is 
measured by weight loss, fat studies (labelled 
triolein absorption, fecal fat) , D-xylose 
absorption, glucose tolerance curves, etc. 
Most people show an absolute loss of weight 
but stabilize at a given level if steatorrhoea 
and diarrhoea con be controlled . 
Adjunctive Surgical Procedures 
Several surgical approaches have been 
advocated to help control the diarrhoea and 
malabsorption in patients who cannot be 
controlled on medical therapy alone. The 
first of these is the use of reversed segments 
of intestine. A segment of bowel is severed 
at both ends, rotated through 180°, and 
re-anastomosed forming an anti-peristaltic 
segment. The actual effect of this is that it 
creates an intermittent, incomplete 
obstruction and therapy delays the transit 
time and allows longer time for food mixing 
and absorption. The optimal length of the 
segment is 5-10 em. A shorter length is 
ineffective and if it is longer than 10 em. it 
creates a bowel obstruction. This has been 
performed in dogs experimentally and it has 
increased survival and produced better 
weight maintenance than the control groups. 
Several cases have been reported of its use 
in humans with favourable results. 
The second surgical procedure is the 
fashioning of a recirculating loop of intestine 
(Fig . 2). The theory is that the food will make 
several passages through the same segment 
of small intestine and thereby increase its 
absorption. But controlled studies in animals 
revealed no advantage over a single 
antiperistaltic segment. 
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Vagotomy and pyloroplasty would seem to 
be a logical procedure in pat ients with 
demonstrable gastric hyperacid ity 
contributing to their malabsorpt ion and it has 
been performed in such cases with beneficial 
results. 
The fourth operation is the production of 
an artificial sphincter in an attempt to delay 
the transit time. This is accomplished by 
denuding 1 em. of the longitudinal muscle 
coat around the small bowel circumfe rence in 
one or more places. It was thought that this 
would allow the circular muscle layer to act 
unopposed to narrow the lumen and act as a 
sphincter mechanism. But in a large series of 
dogs it was shown to have little if any effect. 
Last of all , transplants of the whole small 
intestine have been attempted and shown 
to be technically feasible. But as with all 
transplants rejection is the definitive problem 
and more is needed to be learned about the 
antigenic capacity of the small bowel and 
drugs which may be used to combat its 
rejection properties. 
* 
Evolution-
The Monkey's Viewpoint 
Three monkeys sat in a coconut tree 
Discussing things as they ' re said to be. 
Said one to the others, " Now listen you two, 
There 's a certain rumour that can 't be true. 
That man descended from our noble race, 
The very idea! It 's a dire disgrace! 
No monkey ever deserted his wife, 
Starved her baby and ru ined her life. 
And you've never known a Mother monk 
To leave her babies with others to bunk. 
Or to pass them on from one to another, 
Till they hardly know who is their Mother. 
BEHOLD THE PATIENT 
Behold the patient uncomplaining , 
Not asking whether losing, gaining , 
Not offering unsought advice, 
But really being very nice. 
Behold the patient (best of scenes) , 
* 
* 
* 
Conclusion 
Patients requiring massive resect ion of the 
small bowel may have severe compromise of 
thei r nutritional status depending upon the 
magnitude of the resection. About 50-60 em. 
of small bowel is essent ial for long te rm 
survival. Vagotomy and pyloroplasty and the 
use of reversed intestinal segments have had 
beneficial results in relieving the diarrhoea 
and steatorrhoea of these patients. Intestinal 
transplantation will hopefully provide the 
answer to the short bowel syndrome. 
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* 
And another thing you never will see, 
A monkey built fence round a coconut tree , 
And let the coconuts go to waste 
Forbidding all other monks to taste. 
Why, if I put a fence around this tree 
Starvation would force you to steal from 
me. 
There's another thing a monk won 't do-
Go out at night and get in a stew, 
Or use a gun, or club , or knife , 
To take some other monkey's life. 
Yes, man descended the ornery cuss 
But brother he didn 't descend from US." 
-anonymous 
* 
Not tearing up the magazines, 
Not pacing up and down the floor, 
Not hammering upon the door, 
Behold the patient quite relaxed, 
With nerves, this once, not overtaxed, 
Serene, almost unrecognized, 
Not fighting back-anaesthetized. 
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The Assessment of Fibrinolytic Activity 
tn the Blood 
Fibrinolysis refers to the clot lysis 
mechanism within the blood. This project 
basically consisted of the determination of 
fibrinolytic activity in the blood of a variety 
of types of Inpatients. 
In the blood stream clotting and lysing are 
going on continuously in a dynamic 
equilibrium. As clots are formed by the 
conversion of fibrinogen to fibrin, as 
catalyzed by thrombin , they are rapidly 
broken up through the action of a lysis 
mechanism. Fibrinolysis is caused by the 
nonspecific proteolytic enzyme plasmin. This 
plasmin to act, must be in close contact with 
the fibrin . When a clot forms, plasminogen 
(precursor to plasmin) becomes concentrated 
in the clot by some mechanisms. An 
activation, probably produced by endothelial 
cells, converts the plasminogen to plasmin 
and in turn the plasmin acts on the fibrin. 
There is also antiplasmin in the blood and in 
high enough concentrations it can inhibit the 
action of plasmin. Its presence keeps the 
proteolytic activity of plasmin under control 
in the blood stream. Sol Sherry (1969) gives 
an excellent summary of fibrinolysis as it is 
understood and applied today. The 
importance of an increased understanding of 
fibrinolysis may be in the application of 
methods for the pharmacological (as opposed 
to surg ical) removal of thrombi and emboli. 
THROMBOEMBOLIC DISORDERS, 
MYOCARDIAL INFARCTIONS AND SURGERY 
AND THEIR ASSOCIATED BLOOD 
FIBRINOLYTIC ACTIVITY 
Introduction 
The fibrinolysis of two basic groups of 
patients was studied. The patients were 
classified as abnormal (thromboembolic 
disorders, myocardial infarction or angina 
pectoris combined with hypertension-
'premyocardial infarction syndrome ') or 
normal (any other disease). It is known that 
fibrinolysis varies in patients with different 
diseases (Evan 1964; Ellison 1965 ; Moser & 
Hajjar 1966; Bennet, Ogston , Ogston 1967; 
Menon 1969), and also that a hypofibrinolytic 
state develops following most forms of 
surgery. 
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This study was : 1. An attempt 
ret rospectively to see if fibrinolytic rates 
could be correlated with diseases ; 2. A 
prospective examination of changes in fibrino-
lysis following surgery (both general and 
gynecological) as compared with a group of 
controls ; 3. The comparison of two popular 
laboratory procedures for measuring blood 
fibrinolysis ; 4. The establishment of a range 
of fibrinolysis values for a large 'normal' 
patient population. 
Consistently throughout the experiment the 
dilute-bloodclot-lysis test (DBCL T) was used 
for estimating blood fibrinolysis. This method, 
developed by G. R. Fearnley (1964) , has been 
very popular, and has for the past several 
years been an international standard for 
fibrinolysis measurement. It is , however, 
prolonged and subject to the influence of 
antiplasmin activity. A second method , the 
euglobulin-lysis test developed by Kopec and 
Niewiarowski (1956) and modified by 
Buckell (1958) and others , is now taking over 
as the most popular method of fibrinolytic 
activity determination, but only recently 
(Chakrabarti , Bielawiec, Evans, Fearnley, 
1968) has there been an attempt to suggest 
a standard method to be used by all. This 
second method was used on all but the first 
30 or 40 patients . 
METHOD AND MATERIALS 
The DBCL Twas set up as described by 
Fearnley (1964) . However, unfortunately no 
time-lapse camera was available for 
determining the end-point accurately at all 
times. Thus, between the hours of 2200 hours 
and 0800 hours the lysis time had to be 
guessed. The EL T method was done as 
described by Buckell (1958) . 
The groups of patients studied were normal 
or controls , abnormal , general surgery and 
gynecology. 
In the first part of the study patients were 
divided into the categories of abnormals and 
normals. These patients were all clinical 
patients on the medical wards or in the ICU. 
One blood sample was taken from each 
patient and tested for fibrinolytic activity by 
the two methods. Age, medications, and pre-
existing diseases were noted for each patient. 
This patient sample included some of the 
patients tested by Henry Rubenstein (Meds/ 
70) who initiated this study under the 
guidance of Dr. B. L. Hession. 
The second part of the study was a survey 
of fibrinolytic activity changes in the blood 
of patients both pre and postoperatively. 
Samples were taken and tested 1-day 
preoperatively, 1-day postoperatively and 
seven-days postoperatively. The idea was that 
if any of these patients turned up with 
thromboembolic disease then possibly it 
could be correlated with changes in 
fibrinolysis of their blood. Most of the 
patients chosen were orthopaedic patients, 
since they are a high-risk population for 
thromboembolic disease. 
A small group of surgical gynecology 
patients were also studied. Also a control 
population was examined in which two or 
three blood samples were obtained from 
each. These were noncardiovascular medical 
patients. 
DISCUSSION 
Chakrabarti , Hocking, and Fearnley (1968) 
set a criterion of abnormality for fibrinolytic 
activity with DBCLT of anything over seven 
hours. Any times over this would mean that 
the fibrinolysis in the blood was abnormally 
slow. It was found in this study that 24% of 
normal patients, but 69% of abnormal 
patients, and 72% of coronary patients fell 
into this category of abnormal fibrinolysis . 
Chakrabarti et al (1968) on the other hand 
found only 12% of controls and 32% of 
coronary disease survivors had abnormal 
DBCL T. It is difficult to explain this 
discrepancy in percentages since exactly the 
same test was being used in both cases. 
However despite this fact, the study did show 
that certain types of patients show abnormal 
fibrinolysis and that these were picked out in 
our study about 70% of the time. Of course 
there was a large 'false positive' and 'false 
negative' finding , but in support of these 
findings it may be said that the fibrinolysis 
measurement was accurate and only the 
arbitrary classification in error. 
The euglobulin and whole blood test 
results corresponded 78% of the time with an 
EL T of greater than two hours being used as 
the criterion for abnormality. Menon (1968-b) 
looked for a possible correlation of 
euglobulin lysis time and dilute blood clot 
lysis time in the determination of fibrinolytic 
activity, but could find none. He found no 
constant ratio between the fibrinolytic activity 
as seen in the two tests. In this (our) study 
it was found that if the EL T was abnormal , 
so was the DBCL T, but the reverse was 
not true. No definite ratio could be seen 
between the euglobulin and dilute lysis time. 
After the EL T test was initiated, it rapidly 
showed up as the easier, faster, more 
reliable test to perform. The whole test could 
be done in the morning and the results 
known, but the DBCL T test could take 24 
hours. Hubert (1968) analysed and performed 
all the various tests used for the measure-
ment of fibrinolysis , and he concluded that 
the EL Twas the best test. Now Chakrabarti , 
Bielawrec, Evans, and Fearnley (1968) , the 
original strong proponents of DBCL T have 
endorsed EL T saying that, " It has the 
advantage over the DBCL T of estimating the 
(plasmin) activatory activity in the absence of 
anti plasmin ". 
In the many EL T studies which controls the 
range and averages of values has varied 
considerably. Kopec and Niewiarowski (1956) 
found a mean of 219 ± 61 (standard 
deviation) minutes ; Copley, Niewiarawski , and 
Marechal (1959) found an EL T range of 150 
to 248 minutes. Flute (1964) found a range of 
60 to 480 minutes with an average of 240 
minutes ; Markarian, Aitkens, Jackson, Bannan, 
Lundley, Rosenblut showed a range of 73 to 
240 minutes with an average of 140 in 35 
controls ; Menon (1967-C) showed an ELT 
range of 70 to 540 minutes with a mean of 
169.5 ± 51 .5 S.D.; and Menon (1968-b) 
found a range of 75 to 480 with an average 
of 192 minutes in the first 50 of a sample 
population of 603 patients. Because of all this 
variance in results and techniques being 
used, the EL T results from one researcher to 
another have had little correlation value. For 
this reason Chakrabarti , et al (1968) have 
proposea a gtven technique to be adoptea oy 
all. 
Do fibrinolysis measurements have any 
medical value? Their possible value may lie 
ln providing a means of predicting which 
patients may be high nsks and may run into 
thromboembolic problems such as coronary 
infarction, pulmonary emboli and cerebral 
thromboses. Thus the status of the patient 's 
fibrinolysis may well prove to be medically 
important. It would be of great interest to 
follow as part of a prospective study, the 
future of 'normal ' patients showing 
hypofibrinolytic states. 
The tests carried out on the surgical 
patients were all part of a prospective study 
of the progress of surgical patients (thrombo-
embolically) as related to changes in their 
fibrinolysis. The euglobulin results were 
always precise, whereas the DBCL T's very 
often were so long that they had to be 
guessed to the nearest four hours or so. 
Therefore it is really only the euglobulin 
results that warrant discussion. 
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The fibrinolytic activity of patients of 
different types has been well studied. Olow 
(1963) found that a hypofibrinolytic state 
developed in patients following 
cholecystectomy, but his review of the 
literature (up to '63) could find no correlation 
between fibrinolytic levels and the occurance 
of thromboembolism. On the other hand more 
recently Menon (1969) studied patients with 
many diseases and found decreased 
fibrinolytic activity in obese subjects , patients 
with nephrotic syndrome, polycythemia vera , 
thyrotoxicosis, hypertension, and 
atherosclerosis, as well as in 60% with 
pulmonary embolism. 39% with congenital 
heart disease, and 36% with peptic ulcers. 
Ellison (1965) found that nine of the eleven 
patients he studied with a history of 
pulmonary infarction had much reduced 
fibrinolysis . Moser and Hagjar (1966) 
demonstrated : 1 . .. diurnal fibrinolysis 
variation; 2 ... decreased fibrinolysis with 
age; 3 .. . definitely increased fibrinolysis 
in diabetics and liver cirrhosis patients. 
Bennett, Ogston, and Ogston (1967) found 
that fibrinolysis was decreased following 
surgery and myocardial infarction ; this 
change lasting for 10-14 days. Menon, Burke, 
and Devan (1967) as well as others have 
studied changes in fibrinolysis with exercise. 
They found increasing fibrinolysis with 
increased work output. 
Allen , Barker, and Hines (1962) report that 
the first post-operative episode of thrombo-
phlebitis or pulmonary embolism occurs 
during the first seven days after operation 
in about '/4 of the cases, from the 8th 
through the 14th day in about 'h of the cases, 
and after the 14th day in about 1/4 of the 
cases. None of the patients investigated in 
our study ever developed either thrombo-
phlebitis or pulmonary emboli during their 
stay in St. Joseph's Hospital. 
Post-operative thrombo-embolic disease and 
fibrinolytic changes-is there really any 
correlation? The article " Coagulation-
Fibrinolysis" in Lancet (see Editor 1967) 
concluded with, " The interplay between 
coagulation and fibrinolysis determines 
whether thromboembolic complications will 
follow. Against this background the 
theorectic basis for the use of anticoagulants 
in myocardial infarction may seem over-
simplified " . Similarly maybe the idea of using 
fibrinolytic agents for treatment of pulmonary 
embolism is oversimplified as well . 
Menon (1968-a) following a comprehensive 
review of the literature concluded that 
fibrinolytic therapy may have a place in the 
treatment of peripheral or pulmonary emboli , 
but not myocardial infarctions (where it may 
be even dangerous to the patient) . Sherry 
(1969) has used urokinase a natural 
28 
fibrinolytic agent extracted from human urine, 
to clinically removed .pulmonary emboli in 
many clinical trails. Only the prohibitive cost 
of urokinase prevents its more widespread 
use. 
Sharnoff (1968) is in favour of conservative 
use of prophylactic pre-operative and post-
operative heparin through small subcutaneous 
doses. His finding (Allen , et al 1962) indicates 
about a 1% incidence of post-operative 
pulmonary embolism ; but he has found no 
pulmonary embolism in 450 prophylactic 
cases where heparin was used. Use of 
heparin prophylactically in surgery is not 
widespread . 
Our stud ies produced findings which 
correlated well with the findings of other 
researchers. Two groups of surgical patients , 
general (24 patients) and gynecological (6 
patients) were investigated. Twenty-two of 24 
general surgery patients and all the 
gynecology patients showed post-operative 
hypofibrinolytic activity. This total of 28 
hypofibrinolytic patients, after a week the 
fibrinolysis had increased to near pre-
operative levels in 21 patients, but had 
decreased even more in seven. Also the 
fibrinolytic levels of coronary patients were 
low (E.L.T. 166 min.) compared with normals 
(E.L.T. 105 min.). These findings correlate 
with those of Bennett, Ogston, and Ogston 
(1968) and Olow (1963). 
The sample of control patients showed that 
fibrinoltyic activity varies from day to day. 
Moser's study (1966) showed that the E.L.T. 
for the same patients on different days can 
be expected to vary. The changes in the 
control E.L.T. from day to day cou ld be 
explained by a maximum change of ± 40 
minutes in all cases by assuming a mean 
figure half-way between the greatest and the 
least E.L.T. In contrast the gynecology 
results could be explained only in 1/6 of the 
cases as a variant of ± 40 minutes or less 
while the others varied up to ± 85 over th~ 
three samples. These findings tend to suggest 
that the change post-operatively in the 
gynecology patients was a real one and not 
a matter of chance. A similar survey of the 
results of the 24 surgery patients studied 
indicated that 15 of the 24 patients had 
E.L.T. limits of greater than ± 40 minutes · 
and some even went as high as ± 100 ' 
minutes. Thus it is difficult to explain these 
results by chance. 
SUMMARY 
This study has shown the advantages of 
E.L.T. over dilute blood clot lysis time in 
fibrinolytic research. As well it has 
demonstrated fibrinolytic differences in 
groups of patients, showing that a 
hypofibrinolytic state usually develops post-
operatively and probably following mycardial 
infarction. 
An attempt was made to retrospectively 
see if either test emloyed could pick out high 
risk 'abnormal' patients from the normals, but 
there was about 24% false positives and 
negatives-too much to really be a clinical 
value. A plot of the E.L.T. values from 
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Answer to Pathological Photoquiz 
This photomicrograph is of an embolus 
removed from the popliteal artery of a 34 
year old man who, following valvotomy for 
congenital aortic stenosis, developed 
transient leg pains, migratory arthralgias, 
periarticular swelling, and splinter hemorr-
hages. This picture shows mycelia and spores 
of Aspergillus f/avus in the embolus. There 
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control patients showed that 30% of the 
normals lie outside the '120 min. or less ' 
limits set for normals. 
The prospective value of the E.L.T. is yet to 
be proven. In the surgery study none of the 
patients developed thromboembolic problems, 
and thus it would appear that preventive 
measures now being taken (elevated legs and 
early mobilization of patient) are sufficient 
to counteract fibrinolytic changes. 
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* 
was a mycotic (Aspergillus flavus) endaortitis 
of the ascending aorta at the valvotomy 
incision on this vessel. 
Provided by Dr. A. Enriquez 
Department of Pathology 
Victoria Hospital 
29 
Book Reviews 
A SYNOPSIS OF PHARMACOLOGY-
second edition. 
This text functions well as an introductory 
text in Pharmacology as well as a good 
review source. Part of its value is that it 
provides a review of relevent physiology and 
pathology. In addition comprehensive 
references are provided at the end of each 
chapter. Every facet of pharmacology has 
been included in sufficient detail. 
The book is very easy reading with well 
marked sections. However like so many 
pharmacological texts there is a certain 
obsession with formulae that always turns a 
normal reader to drink. This of course can be 
handled quite well through most of Freud's 
defense mechanisms. Unfortunately too, the 
price may be inhibitory to many potential 
purchasers. 
If the price and the formulae can be 
overlooked then this book would be a 
justifiable purchase for any of the last three 
years of medical school , particularly with 
review in mind. In that capacity it surpasses 
all other texts of its kind . 
Sutherland: A SYNOPSIS OF 
PHARMACOLOGY (second edition) 
720 pages 
W. B. Saunders Company Canada Limited 
Price : $11 .65 D.K.P. 
CARDIOVASCULAR DYNAMICS 
Robert F. Rushmer 
The purpose of this book is not that it 
should be mandatory reading for each 
medical student. The author dedicates the 
text to students interested in the cardio-
vascular system and to these people the text 
would prove quite enjoyable and enlightening. 
It is ideal as a supplemental text for courses 
in Physiology, Physical Diagnosis or Clinical 
Cardiology. However, the average medical 
student does not have time to include a text 
of this length and depth in his basic reading . 
This text was des igned for students of the 
cardiovascular system from first year medical 
students to experienced cardiologists . It 
assumes no preceeding basic knowledge on 
the readers behalf and is written in an 
illustrative manner that is quite easy to 
follow and understand. The text is generously 
supplemented with diagrams and pictures to 
enhance the readers understanding. Each 
chapter concludes with a concise summary 
and a detailed list of references . 
The book begins by discussing the basic 
functional physiology and anatomy of the 
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cardiovascular system and then goes on to 
discuss the physiological and pathological 
conditions which alter the system. It devotes 
special chapters to the coronary system, 
heart sounds, electrical activity, congenital 
malformations, valvular heart disease, cardiac 
reserve and congestive heart failure. 
As stated previously, the book is probably 
too long to be recommended for every 
medical student to read in preparation for 
examinations. However, if you ' re the type of 
student or practitioner who can afford to 
spend the time required , or if you are keenly 
interested in the cardiovascular system , 
" Cardiovascular Dynamics" is a very readable 
and informative book. 
W. B. Saunders Company- Toronto. 
Third Edition 1970. 559 pages. $20.00 
B.F.M. 
BIOCHEMISTRY: A FUNCTIONAL APPROACH 
R. W. McGilvery 
The very first writing which appears inside 
the cover of this book is , " A book is a mirror: 
if an ass looks in , no apostle will look out. " 
Such an introduction should surely belong 
only in an outstanding book and , in this 
writer's opinion , such is the case with 
"Biochemistry: a functional approach ". 
At the title suggests, the format of this 
book is on a functional basis. Unlike older 
texts, the content is not chopped up into 
three compartments , being carbohydrates , 
fats , and proteins, leaving the reader with the 
impression that any relationship between the 
three is purely coincidental. In this book there 
are five main parts which very logically deal 
with basic knowledge and then late·r with 
more complex reactions, metabolic cycles , 
and more specialized biochemical 
mechanisms which other texts often throw 
upon the unprepared reader. 
The manuscript , unlike many American 
!exts, is written in straightforward English and 
1s, for the most part, easy to read. It is much 
more generously, yet simply, provided with 
illustrations than are comparable biochemistry 
texts. Each chapter of the book is preceded 
by an argument in heavy type which 
summarizes what is to be discussed in the 
followi~g pages so that the reader can grasp 
the matn tdea before delving into the details . 
In common with all biochemistry texts this 
book occasionally includes superfluo~s detail 
on various subjects, but unlike most others 
this superfluous detail seems not to detra~t 
t~e reader from the main principles being 
diSCUSSed. 
The first part of the book deals with 
proteins, discussing synthesis and structure , 
using Hemoglobin as an example. The 
concept of enzymes is here discussed and 
only then does the author push into the more 
complex reactions beginning in part II where 
the generation of ATP is discussed. Both fat 
and carbohydrate metabolism are dealt with 
and related to each other in this section. 
Part Ill deals with storage of the major fuels 
and describes glycogen metabolism and fat 
storage. Part IV is entitled the Nitrogen 
Economy and deals with nucleic acids , 
porphyrins , and more complex subjects such 
as the individual reactions of methylation , 
transamination , etc. The last part, The 
Economy of the Total Body, is the longest 
part of the book and discusses the inter-
relationships of all the various reactions in 
the metabolism of the body. The regulation 
of metabolism is discussed here with concise 
yet adequate sections on hormones and 
vitamins. A few clinical aspects of bio-
chemistry such as acid-base balance and 
nutrition and other more specialized 
biochemical reactions are included here. 
* 
Record Review 
THE ART OF HEART AUSCULTATION 
Author/Commentator Professor G. W. 
Manning, M.A. , M.D. , Ph .D. , F.R.C.P.(C) , 
F.A.C.P. Technical Collaboration Mr. G. C. 
Steward. 
This record produced as a service to the 
medical profession by Hoffman-La Roche 
Limited finally enables any interested listener 
to enjoy such a long play album without 
coping with a French Canadian accent. But 
it offers much more than this, and I'll make 
it clear now that it would be a valuable 
acquisition for any medical student, intern, or 
resident, and an absolutely essential 
acquisition for all medical libraries. 
There are many good parts to this record , 
and with all respect to Pmfessor Manning 
who kindly provided a review copy I made a 
thorough search for bad parts. I can honestly 
say that I could find nothing bad about it. Its 
preparation was obviously well thought out 
and expertly executed. Professor Manning 
provides a large colour diagram of the well 
known components of the cardiac cycle. In 
addition there is provided a booklet 
discussing the heart sounds, hemodynamics, 
the cardiac cycle, murmurs, and hints about 
the art of ausculation of the heart. There is 
also provided phonocardiographic tracings 
corresponding to the sound phenomena on 
Side One, complete with the patient's age, 
* 
In summary, this book is an extremely 
readable and very well presented text on 
Biochemistry. Its main drawback is that 
unless the Biochemistry department has 
recently changed its lecture schedule, the 
text does not follow the sequence of the 
teach ing program so that the great va!ue of 
the book's logical progression from basics 
to the more complex subjects is lost. How-
ever, if the student wishes to cover the 
Biochemistry course in a logical , straight-
forward manner, this book is quite 
recommendable. 
W. B. Saunders Company- Toronto. 1970. 
769 pages. $17.85. B.F.M. 
Other books received : 
ONE MILLION CHILDREN / A National Study 
of Canadian Children with Emotional and 
Learning Disorders. 
Romer: THE VERTEBRATE BODY 
(fourth edition) 601 pages 
W. B. Saunders Company Canada Limited 
Price : $11 .10 
* 
sex, and lesion for each of the thirty-seven 
recordings. Side one concludes with 
recordings of murmurs as made during 
cardiac catheterization with a tiny 
microphone mounted on the tip of the 
catheter. Professor Mann ing suggests that the 
record be listened to with a stethoscope near 
the speaker of the record player, a 
suggestion that enables more realistic 
auscultation. 
Side Two takes the form of an auscultatory 
quiz. Thirty seven cases are presented with 
only case number, age, area of auscultation, 
and pertinent clinical features. The correct 
diagnoses are provided at the back of the 
booklet mentioned. 
In summary then , for the price of a long 
play record or to be honest for even more 
money, this record would be a wise purchase. 
It is both instructive and challenging and if a 
personal copy is not within reason , it would 
be worthwhile to listen to a copy in the 
school library, assum ing that the library 
either has a copy now or intends to acquire 
one in the near future. It would be grossly 
unfair to students , interns, and residents , and 
certainly many practitioners too, if such a 
record were not available. But I'm st i ll 
convinced that most value would be obtained 
from owning a copy yourself. 
D.K.P. 
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Valedictory Address 
Dr. Drake, Dean Backing , Vice-President 
Warwick, President Williams, Distinguished 
Faculty, Ladies and Gentlemen, Fellow 
classmates 
It is indeed an honour to have the privilege 
of addressing you at class day exercises for 
Meds '70. It is especially an honour to be 
able to speak to my classmates who shared 
and experienced four years of medical school 
with me. In view of the previous class 
meetings of Meds '70 I must caution the 
other members of this assembly not to be 
unduly alarmed if I am shouted down and 
removed as valedictorian before my address 
is completed . Hopefully the vastness of this 
great hall will dilute any organized areas of 
dissent and the microphone will give me the 
advantage of greater amplification at least. 
Today is a very special occasion for our 
class. Not only for the obvious reason of 
graduating but also for being all together for 
only the second time this year ; the first 
time being a less than joyful occasion-the 
writing of the Medical Council Examinations. 
The valedictory is a farewell address. In it, 
we bid farewell to our university and medical 
school but more importantly to those 
experiences which really comprise and 
encompass the term " medical school ". Each 
of us has different thoughts and ideas of 
what these past four years meant. Each will 
remember certain episodes more vividly than 
others. If you will bear with me, I intend to 
reminisce about some of the events in the 
past four years which stand out in my 
memory. 
The class of 1970 entered the Medical 
Sciences building on campus in September 
1966-earlier than the other university 
faculties which gave one somewhat of a 
martyr complex. After some brief remarks 
from Dr. Backing before one of our lectures, 
formalities were forgotten as the work began 
to rapidly accumulate. In order to give you 
some idea how long ago four years was , two 
characteristics of that era are described. 
The first concerns dress and appearance. 
Students were still wearing shirts, ties , and 
sport coats , shaved, bathed and had 
manageable hair! Wide ties , the height of 
fashion today, were affectionately known as 
fly-swatters then and were seen only on 
absent-minded professors who usually 
embellished the already colorful designs with 
randomly splashed soup, gravy or salad 
dressing. 
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The second concerns the physical aspects 
of the university. At this time there was no 
Dental building and the University Hospital 
was still only in the planning stages. 
Moreover, and this may be difficult to believe, 
the parking situation was just beginning to 
develop into a gigantic prob lem! 
In first year, the Meds ' picnic was held in 
the idyllic setting of the Dreamland Casino 
near the metropolis of Dorchester. Previously 
the setting of numerous brawls following 
dances, it now entertained the embryonic 
medical profession who behaved themselves 
in such a manner that our further participation 
in gourmet endeavours at this establishment 
was forbad by the managament. We didn 't win 
in Tachycardia in first year but maintained the 
tradition of having the most jokes in the 
poorest taste for a first year class. 
The rest of first year proceeded 
uneventfully except for the large volume of 
work and of course the marathon bridge 
games. At the end we felt that circumstances 
must improve in second year and wondered 
as Henry Rub instein remarked , "if we 'd ever 
see a Kreb 's cycle replete with arrows and 
labels in an abdomen that was surgically 
exposed ". 
Second year began with more excitement 
since we did notice that there were subjects 
with more immediate clinical appl ication . For 
example, from pharmacology we could at 
least mention drug names to family and 
friends that sounded much more impressive 
to them at least, than a detailed description 
of the structure of vitamin B12 or the 
microscopic anatomy of the sweat gland. 
Also the fact that we were learning the 
fundamentals of the physical examination on 
" bone fide" hospital patients helped to boost 
our morale. 
The " Detroit Trip " sponsored by a well-
known pharmaceutical firm was the pinnacle 
of the social life in second year. On this 
occasion the class of Meds '70 seized upon 
the golden opportunity to scientifically assess 
the effects of various congeners and fusel 
oils in spirits, sleep deprivation, excessive 
food ingestion, and conversations with vast 
numbers of mononeuronal humans skillfully 
portrayed by a bevy of beauticians. As is 
characteristic of our class , everyone was 
most anxious to contribute to this experiment 
with the result that although the defects of 
the above were patently obvious, the 
scientific validity was suspect since no one 
was willing to be in a control group! The 
experiment was a failure but the excursion 
a great respite from rigors of that year. 
Meds '70 didn 't win in Tachycardia in 
second year but conceived the idea of 
producing a film satirizing the parking 
situation on campus and other newsworthy 
items. Despite a cloak of secrecy, the news 
of a film reached the class of '69. Relying on 
the dictum that imitation is the sincerest 
form of plagiarism, they also produced a 
film that enhanced their chances 
considerably and helped them win the trophy 
emblematic of stage supremacy. 
Third year ushered in the clinical aspects 
of our medical school program. No longer 
were we to go to the university and seek out 
parking places but we could actually go to 
either Victoria, St. Joseph 's or Westminster 
Hospital and seek out instead unsuspecting 
patients. The prospects of being in a hospital , 
seeing patients, and a minimum number of 
tests prognosticated an enjoyable year. Little 
did we realize that seven hours of lectures 
either at the Medical School or at Victoria 
Hospital in one day is a trifle much and 
histories and physicals can become some-
what trying especially if five or more other 
people have already elicited the same 
history from the same patient. But at least 
we were near the mainstream of clinical 
medicine and everyone seemed to enjoy it 
more than the previous two years . 
We again lost out in Tachycardia but there 
was one consolation ; the class of '69 didn 't 
win either! 
As the year progressed we suddenly 
realized the huge volume of material that we 
needed to know. We had received lectures in 
all the clinical subjects and yet were still 
unsure what constituted " core knowledge" 
for us as clinical neophytes. At this point 
the previous two years did not seem to have 
been that grim after all! However, by various 
defence mechanisms we managed to last out 
till the examinations. Then for one and a 
half weeks, including over the long May 
weekend, we struggled through these with 
the pleasant prospect of fourth year looming 
ahead. 
Two weeks later without fanfare fourth 
year and the " Clinical Clerkship " had begun. 
Much has already been said about this 
program and there is no need to reite rate it 
here. However, a few words in passing might 
be appropriate. 
Education of hospital staffs on what and 
who a clinical clerk is would prevent 
confusion and indeed embarrassment for 
staff, clerks and patients. Many were 
mystified at our role and if it differed at all 
from that of the ward clerk! Secondly, 
although clinical clerks are paid a modest 
stipend for reimbursement of lost summer 
employment, it should not be used as an axe 
over our heads to do service work in the 
hospital. Nothing so magnified the " hurts" of 
clinical clerks or enraged the " hearts" of 
clinical clerks as the familiar saying 'do it, 
you ' re being paid now'. The third and last 
point I'd like to mention about the clerkship 
is a better defined role so that conflicts with 
the junior interne are reduced for the benefit 
of both concerned. The clinical clerkship has 
superceded the jun ior rotating internship for 
those wishing to take a straight or mixed 
internship and assumes that we have received 
adequate training in those subjects we are 
not specializing in. While this was true in 
some subjects, in others it was not and I 
strongly believe that unless this is rectified 
an age of super-specialists will develop 
whose knowledge of medicine outside their 
field will be minimal to an unhealthy degree. 
Hopefully this situation will improve as the 
program matures. 
Fourth year was completed by the Medical 
Council Examinations written over three days. 
This consisted of filling in the answers on 
computer marked paper and finally by 
erasing answers in our patient management 
problems. Who would ever have thought that 
you could write an exam by erasing a paper 
for the answers. I suppose to be correct we 
should not say that we wrote our last exam 
but rather that we erased our last exam-
all quite confusing to say the least! 
Four years of medical school are behind 
us. There were good times and there were 
bad times but a day like today seems to 
make one oblivious of the latter. 
The class of Meds '70 is unique. We 
ushered in the revamped clinical clerkship 
with an elective period that made several 
students international travellers. Western 's 
first two student senators are members of 
our class , Bill Clark and Dave Spence. Our 
class also has the distinction of conducting 
the most exciting , disruptive, and longest 
meetings in the history of the medical school. 
No proposal was passed or acted upon 
without the most careful scrutiny by each and 
every member of the class. The parliamen-
ta rians of this great land should take heart in 
the fact that our class has at least seventy-five 
promising demagogues. However, in order to 
set the record straight, it should be noted 
that contrary to rumors, there was no 
bloodshed at any time ; traumatic laryngitis 
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on the other hand was common and a dull 
meeting was evidented by a marked lack 
thereof. Perhaps in our meetings we 
sublimated our aggressive feelings. At least 
we never stormed the Medical School nor 
occupied it with revolutionary fervour. 
However, on thinking about this further, our 
class could probably not do this for the 
simple reason that we could never agree en 
masse what door to storm! 
On looking back on lectures and lecturers, 
time has somewhat mollified me when I think 
of some of the poor, nay, unbelievable 
lectures that we were exposed to. One that 
strikes me now as humorous but which incited 
in me feelings of an entirely different nature 
at the time consisted of a " verbatim " and " in 
toto" reading of lecture notes with 
accompanying slides. Unfortunately 
enjoyment of this lecture was somewhat 
hampered by the fact that the lecturer could 
not speak English and all the slides carefully 
alluded to were upside down. Finally for more 
clarity someone suggested that the lecturer 
also read his notes upside down. 
Another memorable lecture was delivered 
by a person later to be bestowed with the title 
of " Flash ". He proceeded to recite his notes 
all in one breath . Three minutes and five 
pages later into this momentous undertaking 
he suddenly let out a loud gasp, inspired 
deeply-apparently his respiratory centre be-
ing overcome by a spiralling carbon dioxide · 
partial pressure. Realizing we were seeing 
history in the making, the content of the 
lecture was forgotten but we were all 
enlightened by the fact that there was a 
lecturer who could deliver a fifty-page lecture 
in the space of one hour and thirteen breaths! 
Unfortunately one tends to remember the 
poor lectures and forget those that were 
excellent, the latter being in the great 
majority. Good teachers never receive the 
praise they deserve outwardly, but hopefully 
our presence here today at graduation will 
show them that they have not toiled in vain 
and that their fine work is greatly appreciated. 
And as is so often the case, it is amazing 
how much our teachers have learned in the 
four years that we have been in medical 
school. Why in first year we felt that we were 
* 
"Often suspecting of others comes of 
secretly condemning ourselves." 
Sir Philip Sidney 
"The sorrow which has no vent in tears 
may make other organs weep." 
Henry Maudsley 
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being taught nothing relevant ; in fourth year 
we realize differently. 
At th is time we owe thanks to many people 
who made this day possible for us-parents, 
wives, children and the medical faculty not 
only for their instruction but for their medical 
advice to ourselves and our families. Often-
times they provided reassurance for the 
illnesses we acquired the day after we 
studied them ; other times they used their 
skills on more serious illnesses and for this 
we are most thankful. 
For the benefit of those not very familiar 
with our class I must say that we are 
fortunate in having students originally from 
the United States, England, Hungary, 
Czechoslovakia, Egypt, Uruguay and New 
Market , Ontario , who grace our c lass and 
give it a truly international flavor. 
I would be rem iss also at this time if I did 
not mention outstanding contributions in our 
class made by our members in various fields 
of endeavour. Graeme Gair, and John 
Pearson both in particular made our class 
noteworthy in the sports field . Mike Sim-
mons was the key to music emanating from 
the medical school. John Evans, Henry 
Rubinstein , Bill Wassenaar, Harry Bergen and 
Ronald Wexler all played prominent roles and 
frequented numerous committees. Also we 
are fortunate in having Dr. Hubert Soltan not 
only as a teacher but also as a classmate. 
Everyone in our class contributed something 
and it is unfortunate that all can't be 
mentioned but I know that you 'll agree with 
me that the above members deserve special 
recognition . 
Graduation from medical school opens 
many doors for us today. There are almost 
limitless opportunities awaiting us and may 
our contribution in the future help in 
providing better total health care to the 
people we will be serving. No matter where 
we go or what we do, we 'll never forget our 
experiences over the past four years ; and 
when asked our origins , we will say with 
great pride and affection that we are 
graduates of the class of 1970 Faculty of 
Medicine, The University of Western Ontario. 
Au revoir! 
* 
A PROFOUND POEM ON THE 
SUBJECT OF SPRING 
A million buds are bursting , 
A million dickies sing, 
Lots of weeny, creeping things 
Start to do their thing . 
News and Views 
DR. G. J. MOGENSON 
APPOINTED ACTING CHAIRMAN 
President D. C. Williams has announced 
the appointment of Professor Gordon C. 
Mogensen as Acting Chairman of the 
Department of Physiology, effective July 1, 
1970 
Dr. J. A. F. Stevenson, who was appointed 
Dean of the Faculty of Graduate Studies on 
January 1, 1970, continued as Chairman of 
the Department of Physiology up to June 30, 
1970. 
Dr. Mogensen has held a joint appointment 
in the Department of Physiology and of 
Psychology since 1965. 
Dr. Mogensen received his B.A. and M.A. 
degrees from the University of Saskatchewan 
and his Ph.D. from McGill. Prior to coming 
to Western he was a member of the 
Department of Psychology, University of 
Saskatchewan from 1958. 
DR. WOLFGANG SPOEREL, Chairman of 
the Department of Anesthesia, has left for the 
Jawaharlal Institute of Postgraduate Medical 
Education and Research in Pondicherry, India, 
as Western's first specialist to an exchange 
program set up last year. Dr. Spoerel will 
spend six months in India. 
DR. CAROL BUCK, Chairman of the 
Department of Community Medicine, has been 
invited by the Prime Minister to become a 
member of the Science Council of Canada. 
She has accepted the invitation. 
DR. A. BAKERSPIGEL, DR. E. W. R. 
CAMPSALL, DR. E. L. MEDZON, DR. R. G. E. 
MURRAY and Dr. J. E. ZAJIC, of the 
Department of Bacteriology and Immunology, 
attended the 10th International Congress for 
Microbiology, held in Mexico City in August. 
Dr. Murray spoke on "Structure and 
Macromolecular Arrangements in Bacterial 
Cell Walls " in the symposium on ultra-
structure. Dr. Medzon contributed a paper 
"Vaccinia Virus Structure Revealed by Freeze-
etching and Other Methods" to a round table 
on microbial and viral structures and Dr. 
Zajic spoke on " Continuous Production of 
Fungal Protein from Gaseous Hydrocarbons" 
in the session on single cell proteins. Dr. 
Murray was also involved as a delegate to 
the Internat ional Commission on Nomen-
clature of Bacteria, as a member of the 
judicial commission of that body and as a 
national representative to discuss the future 
structure of the bacteriology section. 
DR. MARGOT ROACH , NEW CHAIRMAN OF 
DEPARTMENT OF BIOPHYSICS 
President D. C. Williams has announced 
the appointment of Dr. Margot Roach as 
Chairman of the Department of Biophysics, 
succeeding Dr. Alan C. Burton who retired on 
June 30, 1970. 
Dr. Roach first became associated with 
Western 's Department of Biophysics in 1954, 
when as an undergraduate in Honors Physics 
at the University of New Brunswick, she 
joined the department as a summer research 
student. After graduation in 1955 in Honors 
Physics and Mathematics from UNB, she 
entered the School of Medicine at McGill 
University, graduating with honors in 
Medicine in 1959. In the summers she 
continued to do research in Biophysics at 
Western, and in 1959 was awarded the Ciba 
International Prize for Research on Aging , for 
her work on the effect of age on the elasticity 
of human arteries. 
After internship at Victoria Hospital , 
London, Dr. Roach returned to the 
Department of Biophysics to do graduate 
work, obtaining the degree of Ph .D. in 
Biophysics in 1963. The title of her thesis was 
" Experimental Investigation of the Cause and 
Time-Course of Poststenotic Dilation in Vivo 
and In Vitro". Presentation of this study won 
the Young Investigators ' Award of the 
American College of Cardiology in February, 
1963. 
Dr. Roach then undertook further training 
in internal medicine and cardiology at Victoria 
Hospital , London, and the Toronto General 
Hospital , and, in 1965, obtained the 
Fellowship of the Royal College of Physicians 
of Canada. 
From December 1965 to June 1967, Dr. 
Roach held a post-doctoral fellowship of the 
Medical Research Council of Canada, and 
undertook research at the Nuffield Institute 
for Medical Research , Oxford University, with 
Dr. G. S. Dawes, an authority on foetal and 
neonatal physiology. 
Dr. Roach was appointed an Assistant 
Professor in both the Departments of 
Biophysics and Medicine at Western in 1965, 
and in 1968 was promoted to the rank of 
Associate Professor of Biophysics. She has 
held a Scholarship of the Medical Research 
Council of Canada since 1967, and has 
combined research and teaching in the 
Department of Biophysics with an active 
teaching staff appointment in Medicine at 
Victoria Hospital. 
Dr. Roach is a member of the Editorial 
Board of the Journal " Circulation Research " 
and a member of the Medical Committee of 
the Ontario Heart Foundation. In 1970 she 
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was elected a Fellow of the American 
College of Cardiology. She is a member of 
the Biophysical Society and the Canadian 
Physiological Society, and has recently been 
elected to the Council of the Canadian 
Physiological Society. She has been an 
invited speaker at many international 
meetings. 
DR. F. C. HEAGY, of the Department of 
Biochemistry and Therapeutic Radiology will 
continue his research into the use of radio-
active isotopes in the diagnosis and treatment 
of cancer with a grant of $11,000. 
A grant of $9,500 has been awarded to 
DR. JOHN COLLINS, of the Department of 
Obstetrics and Gynecology, to seek a bio-
chemical means of determining whether 
certain kinds of tumors are sensitive to 
ionizing radiation . 
DR. F. R. SERGOVICH, Director of the 
Cytogenetics Laboratory at the Children's 
Psychiatric Research Institute and DR. 
MARVIN SMOUT, Chief of Pathology at 
Victoria Hospital have been granted $14,000 
to work on a joint research study on solid 
tumors. 
Dr. K. M. STAVRAKY of the Department 
of Community Medicine has been awarded 
$6,000 to study the factors associated with 
the development of breast cancer. 
DR. M. DARIA HAUST, of the Department 
of Pathology, was elected a councillor on the 
executive committee of the International 
Academy of Pathology at its annual meeting 
held recently. Her term is for three years. Dr. 
Haust is only the second female pathologist 
to serve on that committee in the 64 years 
of its existance. Her predecessor, Dr. Maude 
E. Abbott , also a Canadian, was one of the 
founders of the Academy in 1906. 
DR. A. T. HUNTER, Assistant to the Dean 
and Associate Professor, Family Medicine, 
will be travelling in Europe and the United 
Kingdom for the months of August and 
September on an Ontario Travelling Research 
Fellowship. Dr. Hunter will attend an 
International Congress of General Practice in 
lnnsbruch , Austria and has been invited to 
take part in an International Workshop 
Conference in Brussels on the topics of 
education and teaching in Family Practice 
and continuing education for the health 
professions. 
The object of the fellowship research is to 
examine teaching programs for Family 
Practice, to observe medical education as it 
relates particularly to primary medical care 
and to examine various systems of health 
care organization and delivery with special 
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reference to the element of primary health 
and primary medical care. 
DR. MURRAY L. BARR, of the Department 
of Anatomy, was appointed an Honorary 
Member of the Ontario Medical Association, 
last week at a ceremony held at the National 
Arts Centre in Ottawa. With a major interest 
in cytogenetics , neurology and mental 
retardation, Dr. Barr has won international 
acclaim over the years. Honorary Membership 
is conferred on those who have attained 
eminence in science or humanities, but the 
maximum number of Honorary Members at no 
time exceeds 25 members. 
MEDICAL, DENTAL FACULTY CHANGES 
Recent faculty changes in the Faculties of 
Dentistry and Medicine are listed below. All 
changes are effective July 1, 1970 (June 30, 
1970, in case of resignations) unless 
otherwise indicated. 
PROMOTIONS include : Department of 
Anatomy, Dr. D. G. Gwyn, Assistant Professor 
to Associate Professor; Department of 
Biochemistry, Dr. Judith K. Ball , Assistant 
Professor to Associate Professor, Dr. P. D. 
Gatfield, Lecturer to Assistant Professor, Dr. 
B. A. Gordon, Lecturer to Assistant Professor, 
Dr. D. S. M. Haines, Lecturer to Assistant 
Professor and Dr. W. C. McMurray, Associate 
Professor to Professor ; Department of 
Pathology, Dr. M. J. Ball , Instructor to Clinical 
Assistant Professor (Victoria Hospital) , Dr. A. 
A. Enriquez, Instructor to Clinical Assistant 
Professor (Victoria Hospital) , Dr. J. V. Frei , 
Assistant Professor to Associate Professor, 
Dr. D. S. Jones, Lecturer to Assistant 
Professor and Dr. D. I. Turnbull , Instructor to 
Clinical Assistant Professor (Victoria Hospital); 
Department of Physiology, Dr. P. G. R. 
Harding, Assistant Professor to Associate 
Professor, Dr. P. F. Mercer, Assistant 
Professor to Associate Professor and Dr. B. 
P. Squires, Assistant Professor to Associate 
Professor. 
Department of Anaesthesia, Dr. G. R. 
Sellery, Clinical Lecturer to Clinical Assistant 
Professor (Victoria Hospital) ; Department of 
Clinical Neurological Sciences, Dr. J. M. 
Allcock, Honorary Lecturer in Neurosurgery, 
Division of Neurosurgery to Clinical Assistant 
Professor (Victoria Hospital) ; Department of 
Community Medicine, Dr. C. H. Crowther, 
Instructor to Lecturer in the Division of 
Family Medicine (Victoria Hospital) , effective 
April 1, 1970, Dr. B. Hennen, Lecturer to 
Assistant Professor in the Division of Family 
Medicine (St. Joseph's Hospital) , Dr. A. T. 
Hunter, Assistant Professor to Associate 
Professor in the Division of Family Medicine 
and Dr. P. B. Stein, Lecturer to Assistant 
Professor in the Division of Family Medicine 
(St. Joseph 's Hospital); Department of 
Medicine, Dr. D. R. M. McCourtie, Lecturer to 
Assistant Professor (St. Joseph 's Hospital) ; 
Department of Obstetrics and Gynecology, 
Dr. H. H. Allen , Clinical Associate Professor 
to Clinical Professor (Victoria Hospital) and 
Dr. P. G. R. Harding , Assistant Professor 
(Victoria Hospital) to Associate Professor (St. 
Joseph 's Hospital) ; Department of 
Opthalmology, Dr. D. C. McFarlane, Clinical 
Lecturer to Clinical Assistant Professor 
(Victoria Hospital) ; Department of 
Otolaryngology, Dr. W. H. Burnett, Cl inical 
Assistant Professor to Clinical Associate 
Professor (Victoria and Westminster 
Hospitals) ; Department of Paediatrics, Dr. R. 
R. Riese, Clinical Lecturer to Clinical 
Assistant Professor of Paediatric Psychology. 
Department of Pathological Chemistry, Dr. 
M. Binns Smith, Clinical Assistant Professor 
to Clinical Associate Professor (St. Joseph 's 
Hospital) ; Department of Therapeutic 
Radiology, Dr. P. Banerjee, Instructor to 
Clinical Assistant Professor (Victoria Hospital) ; 
Department of Surgery, Dr. N. F. Gergely, 
Instructor to Clinical Lecturer in Cardio-
vascular and Thoracic Surgery (Victoria 
Hospital) and Dr. L. Reese, Clinical Lecturer 
to Clinical Assistant Professor of Urology. 
In the Faculty of Medicine APPOINTMENTS 
include: Department of Clinical Neurological 
Sciences, Dr. A. L. Amacher, Lecturer 
(Victoria Hospital) ; Department of Community 
Medicine, Dr. R. M. Aldis, Clinical Lecturer in 
Division of Epidemiology and Preventive 
Medicine, Dr. K. N. Edwards, Instructor (part-
time) in Division of Family Medicine (St. 
Joseph 's Hospital) , effective April 1, 1970, 
Dr. B. Martinello, Honorary Lecturer in 
Divis ion of Epidemiology and Preventive 
Medicine, effective January 1, 1970 and Dr. 
I. Vinger, Lecturer in the Division of Family 
Medicine (Victoria Hospital). effective August 
1, 1970; Department of Medicine, Mr. K. G. 
Langland, Honorary Lecturer, Dr. A. L. Linton, 
Assistant Professor (Victoria Hospital) , Dr. J. 
W. D. McDonald, Assistant Professor (Victoria 
Hospital) , Dr. C. R. Stiller, Instructor (Victoria 
Hospital) and Dr. B. M. Wolfe, Ass istant 
Professor (Victoria and Westminster 
Hospitals) ; Department of Ophthalmology, Dr. 
W. L. Burt, Instructor (part-time) (St. Joseph 's 
Hospital) and Dr. J . V. V. Nicholls, Clinical 
Associate Professor (Victoria Hospital) ; 
Department of Paediatrics, Dr. J. Pozsonyi , 
Clinical Lecturer (C.P.R.I.) , Dr. Catharina 
Uilenberg, Clinical Lecturer (C.P.R.I.) , Dr. J. 
A. Young, Assistant Professor (Victoria 
Hospital) ; Department of Pathological 
Chemistry, Dr. J. W. D. McDonald , Assistant 
Professor (Victoria Hospital); Department of 
Psychiatry, Dr. Mary E. McKim, Instructor 
(part-time) (Victoria Hospital) ; Department of 
Surgery, Dr. P. J. Fowler, Clinical Lecturer in 
Orthopaedic Surgery (Victoria Hospital). 
Department of Anatomy, Dr. R. E. 
Clattenburg , Lecturer; Department of 
Bacteriology and Immunology, Dr. W. P. 
Cheevers, Assistant Professor (Cancer 
Research Laboratory) and Dr. S. K. Singhal , 
Assistant Professor, effective April 1, 1970; 
Department of Biochemistry, Dr. P. R. 
Galsworthy, Assistant Professor; Department 
of Pathology, Dr. S. Gursel , Instructor (part-
time) , effective January 1, 1970, Dr. J. C. 
Paterson, Acting Chairman, July 1, 1970 to 
June 30, 1971, Dr. I. Ramzy Saeed, Clinical 
Assistant Professor (Victoria Hospital) and Dr. 
J. P. Sapp, Assistant Professor, effective June 
1, 1970 ; Department of Physiology, Dr. D. A. 
Cunningham, Assistant Professor and Dr. W. 
H. Ziegler, Assistant Professor, effective 
September 1, 1970. 
RESIGNATIONS were received from : 
Department of Community Medicine, Dr. E. J. 
Love, Assistant Professor in the subdepart-
ment of Epidemiology and Preventive 
Medicine ; Department of Obstetrics and 
Gynaecology, Dr. E. J. Love, Assistant 
Professor (Victoria Hospital) ; Department of 
Paediatrics , Dr. W. A. Langdon, Instructor 
(Victoria Hospital) ; Department of Patho-
logical Chemistry, Dr. T. D. Mclarty, Honorary 
Lecturer (Victoria Hospital) and Dr. J. H. 
Toogood, Honorary Lecturer (Victoria 
Hospital) ; Department of Psychiatry, Dr. E. J. 
Love, Lecturer. 
Department of Anatomy, Dr. A. C. Deadman, 
Instructor; Department of Bacteriology and 
Immunology, Dr. J. C. Paterson, Honorary 
Lecturer ; Department of Physiology, Dr. P. B. 
Stein, Instructor, effective May 31 , 1970. 
On LEAVE OF ABSENCE is Dr. R. M. 
Boyce, Assistant Professor (Victoria Hospital) , 
effective July 1, 1970 to December 31, 1970 
from the Department of Psychiatry. 
THREE RETIREMENTS were recorded : 
Department of Biophysics, Dr. A. C. Burton, 
Professor and Head ; Department of 
Paediatrics, Dr. H. J. Loughlin , Honorary 
Lecturer (Victoria Hospital) . In the 
Department of Physiology Dr. G. W. Stavraky, 
Professor. 
On LEAVE OF ABSENCE are : Department 
of Anatomy, Dr. E. W. K. F. Donisch, Assistant 
Professor, effective September 1, 1970 to 
June 30, 1971 ; Department of Biochemistry, 
Dr. K. P. Strickland, Professor, effective July 
1, 1970 to June 30, 1971; Department of 
Pathology, Dr. A. C. Wallace, Professor and 
Head, effective July 1, 1970 to June 30, 1971 . 
PROFESSORS EMERITI in the Faculty are: 
Dr. A. B. Macallum, Dr. E. M. Watson and Dr. 
R. A. Waud. 
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SCHOLARSHIPS AND PRIZES 
FIRST, SECOND AND THIRD YEARS 
1969-1970 Session 
1. THE VERDA TAYLOR VINCENT SCHOLARSHIP 
Margaret Ellen Paul 
2. THE J. B. CAMPBELL MEMORIAL SCHOLARSHIP IN PHYSIOLOGY 
Guido Maria Alphonse Van Rosendaal 
William Charles Malone 
3. HIPPOCRATIC SOCIETY AWARD IN ANATOMY 
Rolando Fausta Del Maestro 
4. C.V. MOSBY COMPANY SCHOLARSHIP AWARDS, FIRST YEAR 
Biochemistry-Eng Hin Lee 
Histology-John Greenhow Kelton 
5. THE ROWNTREE PRIZES IN MEDICAL HISTORY 
Sydney Harold Bernardo Crackower-First Prize 
Ronald Douglas Kolkka-Second Prize 
Thomas William Gilchrist Bell-Third Prize 
6. THE LANGE AWARDS-FIRST YEAR 
Brock Leslie Pullen 
Karen Jane Schmidt 
7. THE RACHEL SLOBASKY KAPLAN SCHOLARSHIP 
Kathleen Mary Harper 
8. WILL PHARMACEUTICALS PRIZES 
(a) Will Pharmaceuticals First Prize in Pharmacology-James William Moore 
(b) Will Pharmaceuticals Second Prize in Pharmacology-Karl Robert Hartwick 
(c) The First Will Pharmaceuticals Prize for an Essay in Pharmacology-
Robert Taylor Miller 
(d) The Second Will Pharmaceuticals Prize for an Essay in Pharmacology-
Robert Blair Fraser 
9. THE CIBA PRIZE-CIBA COLLECTION OF MEDICAL ILLUSTRATIONS 
John Charles Taylor 
10. THE B'NAI BRITH SCHOLARSHIP IN PATHOLOGY 
Robert Gilmer Ross Lang 
11 . THE DEAN RUSSELL PRIZES IN NEUROLOGICAL SCIENCES 
Kathleen Mary Harper 
Kenneth George Warren 
12. C.V. MOSBY COMPANY SCHOLARSHIP AWARDS, SECOND YEAR 
Bacteriology and Immunology-Sandra Ellen Witherspoon 
Psychiatry-David Barry Boyd 
13. THE LANGE AWARDS, SECOND YEAR 
Carol Elizabeth Summers Bruce 
Sarma Lauge 
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14. THE CHARLES E. FROSST MEDICAL SCHOLARSHIP 
Daniel Slipacoff 
15. THE LEONARD SUTCLIFFE MEMORIAL SCHOLARSHIP 
Flora Jamieson Rathbun 
16. THE CARLETON C. WHITTAKER MEMORIAL SCHOLARSHIP IN PSYCHIATRY 
Alan James Leach 
17. THE BRISTOL PRIZE IN MEDICINE-IN THERAPY OR PHARMACOLOGY 
Margaret Susan Youngman Mitchell 
18. THE ONTARIO MEDICAL ASSOCIATION PRIZE IN COMMUNITY MEDICINE 
David Keith Rose 
19. THE BORDEN AWARD IN PAEDIATRICS 
Jacob Veenstra 
20. THE CIBA PRIZE IN MEDICINE 
David Timothy Fisher 
21. THE C.V. MOSBY COMPANY SCHOLARSHIP AWARD, THIRD YEAR 
Pathological Chemistry-Dennis Ross Chapman 
22. THE LANGE AWARD, THIRD YEAR 
Bryan Fraser Mitchell 
Edward Earl Kassel 
23. THE KHAKI UNIVERSITY AND Y.M.C.A. SCHOLARSHIP 
Peter Douglas Slinger 
FOURTH YEAR 
1969-1970 
PRESENTED AT CLASS DAY EXERCISES, MAY 29th , 1970 
1. THE MEDICAL ALUMNI GOLD MEDAL-Edward Danby Ralph 
2. THE ALPHA KAPPA KAPPA GOLD MEDAL- Edward Danby Ralph 
3. THE DR. F. R. ECCLES SCHOLARSHIP-Edward Danby Ralph 
4. THE DR. GLEN S. WITHER MEMORIAL AWARD-Harry John Bergen 
5. THE POULENC AWARD AND GOLD MEDAL-Edward Danby Ralph 
6. THE CLASS OF '55 PRIZE-Peter Michael Nichol 
7. THE DR. R. A. H. KINCH PRIZE IN COMMUNITY MEDICINE-
John Herbert Ross (Jock) McKeen 
8. THE ABBOTT PRIZE IN ANAESTHESIA-Lynette Joan Margesson 
9. THE DR. FRED N. HAGERMAN MEMORIAL PRIZE IN SURGERY-William John Wall 
10. THE PEARL DEVENOW FOX MEMORIAL PRIZE IN OBSTETRICS & GYNAECOLOGY-
Cameron Neil Ghent 
11. THE J. B. CAMPBELL MEMORIAL SCHOLARSHIP IN MEDICINE-
David Douglas Waters 
12. THE KINGSWOOD SCHOLARSHIP-Michael John Gannon 
13. THE DR. P. H. COFFEY MEMORIAL PRIZE IN PHYS ICAL MEDICINE AND 
REHABILITATION-Cameron Neil Ghent 
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14. THE DR. LAWRENCE A. BURK MEMORIAL PRIZE IN PAEDIATRICS-
Stephen Richard Pearl 
15. THE CLASS OF 1917 PRIZE-William Foster Clark 
16. THE ROCHE SCHOLARSHIP-Willem Wassenaar 
17. THE IVAN HAMILTON SMITH MEMORIAL PRIZE-John David Spence 
18. THE LANGE AWARDS-Arthur Michael Kushner and Dorothy Jeanne Carroll McCuaig 
19. THE HORNER GOLD MEDAL AWARDS-Opthalmology-Michae l John Gannon 
-Otolaryngology-Rachel Rappel Waugh 
* * * 
TACHYCARDIA 1970 
Althouse College Theatre 
December 1 ~ 9 
"Do Your Thing" 
* * * 
Then there 's the young fellow who sent his 
psychiatrist a post card from Miami Beach 
reading : " Having a wonderful time! Why? " 
And how about the ventriloquist who nearly 
wrecked his wife 's health. All night long she 
kept going into the next room to l isten. 
P - -- D -- - s is putting out a new cold 
capsule, selling for $302.25. It contains ten 
grains of aspirin and a return air ticket to 
Florida. 
" ORGAN SOLO" 
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In the box was a man we 'll call X 
Who had such a small organ of sex 
That when charged with exposure 
He could plead with composure, 
De minimis non curat lex. 
Mr. C. E. Groom of Folkestone, 
Medical News Tribune 
July 31 , 1970. 
Hear about the psychiatrist who was so 
famous the world beat a psychopath to his 
door? 
Then there's the new diet pill for women. 
It paralyzes the mouth. 
Add to definitions of mixed emotion: 
Seeing your teen-age daughter coming 
home from her first date with a Gideon Bible 
under her arm. 
A 65-year-old male patient who was 
recuperating from subacute bacterial 
endocarditis came in for a checkup. Afterward 
the doctor told him, " Now, as for sexual 
intercourse, wait three weeks, then you can 
start again. " Beaming, he turned to his wife. 
" Hear that, honey? Three more weeks won't 
matter. After all , it's been 12 years now." 
We've just heard about the man who spent 
$10,000 to get rid of halitosis only to find out 
that his friends didn 't like him anyway! 
U.W.O. MEDICAL JOURNAL PRIZE 
1969- 1970 (VOLUME 40 l PRIZE: 
A Twenty Five Dollar prize for the best overall article in 
the four issues of 1969 - 1970 will be announced in the 
next issue. 
1970- 1971 (VOLUME 41 l PRIZE: 
This year, the editorial board will offer two prizes: 
I. $25 .00 for best scientific article relating to research, 
case histories, or review of a medical subject. 
2. $25 .00 for best non-medical article ie. travel, comic 
prose, etc. 
WE NOW AWAIT 
AN AVALANCHE OF MANUSCRIPTS!! 
CLASSIFIED ADVERTISING DEPARTMENT 
We invited any reader to whom this space would apply 
to make use of the following headings: 
Courses 
Fellowships 
Locum Tenens Available 
Locum Tenens Wanted 
Positions Vacant 
Positions Wanted 
Practices 
Items for Sale or Rent 
Internships 
Residencies 
Cancer 
can be 
beaten~f 
give hope a boost 
CANADIAN CANCER SOCIETY 
LONDON-MI DDLESEX UNIT 
401 NELSON STREET 
LONDON , ONTAA 10 . TELEPHONE: 432 - 113? 
The 
Double-Check 
Chequing 
Account. 
That 's rea lly wha t the Bank of Montreal 
True Chequing Account is. For students 
it's especially useful. Not only do we 
provide you with your own personalized 
cheques, bu t we mail you a statement 
of your account each month wi th your 
cancelled cheques. So you can 
double-check your cheques . 
Open a True Chequing Account at your 
nearest Bank of Montreal branch. 
~ Bank of Montreal 
Canada's First Bank 
RALPH M. CUMMINS 
OPTICAL 
Specializing in 
FILLING EYE SPECIALIST'S 
PRESCRIPTIONS 
CONTACT LENSES 
Offices 
219 Queens Ave. 
at Clarence 438-8522 
400 Central Ave. 
at Colborne 432-8811 
Research ... 
constant key 
to the future at 
Parke--Davis 
Continuous investment in research 
has been a basic Parke, D avis 
principle since 1866. Over the 
years, this philosophy has resulted 
in many major contributions to 
pharmacy and medicine. 
PARKE-DAVIS 
Western offers 
more than 
medicine 
Western has : 
• one of Canada 's largest health 
sciences centres, including a 
cancer research laboratory, 
medical , nursing and dental 
schools, and by 1972 a new 
University Hospital- all under 
one roof 
• a beautiful campus 
• excit ing theatre, art and music 
• married students' apartments 
For information write the Registrar 
THE UNIVERSITY OF WESTERN ONTARIO 
London 72, Ontario 
ETHICALLY SERVING THE PROFESSION 
All types of equipment for 
STUDENT, PHYSICIAN 
and HOSPITAL 
• Olympus Student and Laboratory Microscopes 
• Welch Allyn Diagnostic Instruments 
• Tycos and Baunmanometer, Manometers 
• Medical Bags 
• Dissecting Kits & Instruments 
PHONE: 433-9268 
RussELL LIMITED 
SURGICAL AND PROFESSIONAL EQUIPMENT 
~-1-8_7_H_Y_M_A_N_S_T_R_E_E_T _____ L_O_N_D_O_N_,_o_N_T_A_R_I_O _) 
water-dispersible, hypoallergenic, 
pleasant-tasting 
OSTOCO~ROPS 
Children relish the flavour of multivitamin OSTOCO Drops, 
and welcome their administration directly on the tongue, 
thus ensuring the most effective absorption . OSTOCO 
Drops provide the vitamins which are most importa nt to 
infants and young children . Equally acceptable in formula, 
fruit juice or milk. 
Each 5 -drop dose (0.25 cc.) contains : 
Vitamin A .. .. 2500 I.U . l Vitamin B1 ..... . .... . ..... 1 mg. 
Vitamin 0 ...... 400 I.U. Riboflavin (vitamin B2) . . 0.6 mg. Niacinamide . .......... . ... 4 mg. 
Vitamin C .. .... 30 mg . Vitamin Bs . . . . . . . . . . . . . 0.6 mg. 
Dosage: Infants and children under 6 years of age, 5 drops 
daily . 
Bottles of 8, 15, 30 and 50 cc ., each with calibrated 
dropper for waste-free dosage. 
~ QUALITY PHARMACEUTICALS 
~~£.~~.~· 
FOUNDED IN CANADA IN 1899 
Full information on request. 
A CANADIAN HOUSE SINCE 1857 
PHYSICIAN-
STUDENT-
HOSPITAL-
SUPPLIES 
Student Dissecting Kits and Instruments 
Microscopes and Slides 
Tycos, Propper & Becton-Dickinson 
Medical Office Equipment 
Surgical and Diagnostic Instruments 
Drug Specialities 
Special arrangements and terms for doctors 
setting up new practices 
W. E. SAUNDERS LIMITED 
335 Richmond Street 
LONDON - Ontario 
Phone 432-4139 
Free Customer Parking 
Victoria Hospital 
London, Ontario 
Welcomes applications from graduates of approved schools for: 
• INTERNSHIPS 
• ASSISTANT RESIDENCIES 
• RESIDENCIES 
Recognized for training in 
ALL MAJOR MEDICAL AND SURGICAL SPECIAL TIES 
by the 
ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
for Intern Training by 
THE CANADIAN MEDICAL ASSOCIATION 
and approved by the 
CANADIAN COUNCIL ON HOSPITAL ACCREDITATION 
Application forms available from : 
DR. J. L. LOUDON, Director of Medical Education 
E 
u.. 
~ 
0') 
·-Q) 
(.!l 
ctl 
-c: Q) 
E 
::::s 
0 
0 
0 
E 
u.. 
~ 
0') 
Q) 
(.!l 
ctl 
-c: Q) 
E 
:J 
0 
0 
0 
rn 
E 
u.. 
~ 
0') 
·-Q) 
(.!l 
Documenta 
Geigy Films 
Documenta Geigy Films are designed for postgraduate 
medical audiences. The wide variety of subjects covered and 
the strictly non-commercial presentation make these films 
suitable for inclusion in continuing medical education pro-
grammes, refresher courses , medical society meetings, etc. 
The subject matter and objective presentation of these films 
are of prime value to the practicing physician, both as a 
source of information directly applicable to his daily practice, 
and as · a means of keeping abreast of the scientific pro-
gress achieved in the various medical specialties. 
Subjects include clinical cases of general Interest (partic-
ularly useful for teaching when clinical material is not readily 
available), new techniques · and methods employed in the 
diagnosis and treatment of medical or surgical conditions, 
and the essential clinical data, diagnosis and management 
of common problems seen in daily practice. 
A partial list of available film subjects includes: 
G2E Angiography (color), 19 minutes 
GSE Diagnosis of Congenital Heart Diseases (color), 
22 minutes 
G8E Free-Expression Painting in Child Psychiatry (color), 
18 minutes 
G11E Parkinson's Disease and Its Treatment by Stereotaxis · 
(color), 12 minutes 
G16E The Genetic Code (color), 17 minutes 
G106E Faces of Depression, 28 minutes 
G107E Emotional Factors In General Practice, 43 minutes 
Any single film· or combination may be ordered in English 
or in French, without charge or obligation. 
Descriptive literature on each film is available for distribu-
tion to audiences and may be ordered along with the film. 
To obtain a film catalogue; write: 
Medical Film Library 
Geigy (Canada) Limited 
Pharmaceuticals Division 
4984 Place de Ia Savane, Montreal308, P.O., Canada 
Tel.: 514-739-2711, or contact your local Geigy representative. 
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ANEW VOLUME 
IN THE CIBA COLLECTION OF 
MEDICAL ILLUSTRATIONS 
by Frank H. Netter, M.D. 
VolumeS 
HEART 
FEATURES 
243 full-color illustrations 
by Dr. Netter 
• Anatomy (31 plates) 
• Physiology and Pathophysiology 
(66 plates) 
• Embryology (17 plates) 
• Diseases -
Congenital Anomalies (32 plates) 
• Diseases-
Acquired (97 plates) 
Matching Volumes 
Volume 1, Nervous System ........... $13.50 
Volume 2, Reproductive System .. $20.00 
Volume 3, Part I, Digestive System: 
Upper Digestive Tract .... .... . ... $15.00 
Volume 3, Part II , Digestive System : 
Lower Digestive Tract .............. $15.00 
Also includes 
descriptive texts by 
49 specialists of 
international renown, 
a cross-referenced 
subject index, and an 
extensive bibliography 
of supplemental references. 
SOLD AT COST . . . $29.50 
Volume 3, Part Ill , Digestive System : 
Liver, Biliary Tract and Pancreas $14.00 
Volume 4, Endocrine System and 
Selected Metabolic Diseases $22.00 
For complete inform ation and order forms, please write to CIBA Company Limited, 
205 Bouchard Blvd., Dorval 780, Quebec. 
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